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] MALTINE WITH COD LIVER OIL 
has been esteemed and prescribed by 
physicians since its introduction in 1875. 


2 MALTINE WITH COD LIVER OIL 
is especially indicated during periods of 
convalescence and for people of all ages 
who are constitutionally below par. 


3 MALTINE WITH COD LIVER OIL 
in the prescribed dosage does not pro- 
duce gastric or intestinal disturbance. 


4 MALTINE WITH COD LIVER OIL 
is guaranteed to contain vitamins A, B, 
D and G. 


5 Constantly conducted biological tests in- 
dicate that the vitamin A efficacy of cod 
liver oil is doubled when emulsified with 
Maltine; as in MALTINE WITH COD 
LIVER OIL. 


6 Prescribed doses of MALTINE WITH 
COD LIVER OIL, when mixed with 
orange or tomato juice, form a most 
acceptable and pleasant way of provid- 
ing the five vitamins A, B, C, D and G. 


7 Biological report will be sent on request. 
Address communications to The Maltine 
Company, 60 Hudson Street, New York. 
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™ high intestinal tolerance for Karo makes 
it a suitable carbohydrate addition to the for- 
mula of the infant convalescing from diarrhea. 

Karo is a safe carbohydrate addition to protein 
milk and other acid milk formulas. 

Karo Syrups are essentially Dextrins, Maltose 
and Dextrose, with a small percentage of Sucrose 
added for flavor —all recommended for ease of 


digestion and food energy value. 


CORN PRODUCTS REFINING COMPANY 
17 BATTERY PLACE # NEW YORK CITY 
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able to the Committee on Foods cf the American Medical Association. 
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Not that the U.S.P. isn't a sufficiently high 
standard for gelatine. Oh, dear no! But you 
see, Doctor, the Charles B. Knox Gelatine Co. 
has long had your patients in mind when it 
makes Knox Gelatine. And just as you feel 
that no service is toc great for the ill, so we 
feel that no detail in manufacture is too small 
to overlook. So Knox Sparkling Gelatine total 
metal tolerance is less than half that specified 
by the U.S.P. 

Other important points about Knox Gela- 
tine are that there is no carbohydrate present; 
it is bacteriologically safe and has a pH of 
about 6. 

W hen you want gelatine used in the diet 
be sure the patient gets U.S.P. or better, 
because all gelatine products are not U.S.P. 


KNOX GELATINE LABORATORIES, 408 Knox Avenue, Johnstown, N. Y. 
Feeding Diabetic 


Please send me FREE your booklets, "Feeding Sick Patients”, 
Patients" and "Reducing Diets”. 
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Maintaining the 
economic usefulness 
of the 
EPILEPTIC 
PATIENT 


HE aim of treat- 
ment in epilepsy is to 
restore the patient to as normal 


a state of mind and body as possible 
and to maintain his working capacity. 


Mebaral accomplishes the double object of effectively 
suppressing the seizures and obviating languor and 
drowsiness during work or recreation. Under its use 
patients become more cheerful and manifest an in- 
creased capacity for work. This is not only desirable 
in cases seen in private practice, but also in institutions 
where moody and sullen epileptics present a difficult 
problem. 


How Supplied: Mebaral is available in tablets of ig grain, bottles of 100 (for 
sedative use), and 3 grains, bottles of 25 and 100 (for treatment of epilepsy). 


MEBARAL 


Reg. U. S. Pat. Off. . 


E>» 
Brand of MEPHOBARBITAL 
(N-methylethylphenylmalonylurea) CY 


WINTHROP CHEMICAL COMPANY, 


INC. 
Pharmaceuticals of merit for the physician 

170 VARICK STREET NEW YORK, N. Y. 
Factories: Rensselaer, N. Y. — Windsor, Ont. 
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with Complete Patient 
Comfort... 


EXYLRESORCINOL SOLUTION 8S. T. 37 
H not only meets the physician’s 
requirement of powerful germicidal 
action, but also the desire of the pa- 
tient for an antiseptic which is pleas- 
ant to use. 

As a wet dressing, Hexylresorcinol 
Solution 5. T. 37 may be applied full 
strength to open wounds or denuded 
areas without the least discomfort to 
the patient—in fact, it is actually 
soothing. It is powerfully germicidal 
when applied to infected tissue sur- 
faces, destroying vegetative bacteria 
on less than 15 seconds’ contact. It 
rapidly penetrates microscopic crev- 
ices of wound tissue. 

In the treatment of inflamed, irritated 
or infected conditions of the nose and 
throat, Hexylresorcinol Solution S. T. 37 
may be used as a gargle, spray or topical 
application (full-strength or diluted, as ’ 
recommended on the label). It brings 
quick relief and comfort to the patient. 2 .-- AS A SPRAY 
It is stainless, odorless, non-toxic and is 

pleasant to the taste. 
Hexylresorcinol Solution Sharp & Dohme 
S. T. 37 is supplied in 5- 


PHARMACEUTICALS — BIOLOGICALS 
ounce and 12-ounce bottles. 


Philadelphia Baltimore Montreal 


SEKYLRE SORCING 
OLUTION 


 HEXYLRESORCINOL 
eas SOLUTION S. T. 37 


(Liquor Hexylresorcinolis 1:1000, S & D) 


| 
+..AS A WET DRESSING 
| 


8 SOUTHERN MEDICAL JOURNAL March 1935 


YRIDIUM IN Cystitis 


In cystitis as in pyelonephritis, the oral administration of Pyridium usually is followed 
by amelioration of distressing symptoms, a decrease or disappearance of the turbidity 
of the urine, and a subsidence of the bacterial infection. Outstanding advantages of 
Pyridium in the treatment of cystitis as in other urinary infections, are, oral administra- 
tion in tablet form, gratifying clinical response, and the non-toxic and non-irritative 
properties in therapeutic dosage. The average dosage of Pyridium consists of two 
tablets of 0.1 Gm. (grain 1!) each 3 times daily. 


In chronic cystitis the oral Pyridium treatment may be effectively combined with 
bladder irrigations, using the 1% Pyridium aqueous stock solution diluted 1:8 with 
distilled water (weaker dilutions may be effective). The 1% aqueous solution may be 
applied topically to vesical lesions through the cystoscope. 


Pyridium, orally administered, has proved to be an effective chemotherapeutic agent 
for the alleviation of symptoms and for the production of clinical betterment in the 


treatment of Cystitis — Pyelitis — Urethritis — Prostatitis — Vaginitis. 


% NORMAL BLADDER. Showing the bladder in fully distended position with the 


body at an angle of 45°, the course of the ureter across the vaginal vault and its 
entrance into the bladder, normal vesical mucosa, ureteral orifice, bladder muscu- 


lature, and the peritoneal reflection and relations. 


% CYSTOSCOPIC VIEW OF 
CYSTITIS. Note inflamed mucosa 
and dilated vessels, most marked 
in the trigone, mild bullous 
edema, and flakes of pus. 
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treatment of 
MALARIA 


XCEPT in severe cases requiring a stay at 

home or in a hospital, the 5 day treatment 
with Atabrine enables the malaria patient to 
follow his occupation without the discomforts of 
prolonged quinine medication. Relapses occur 
less frequently. Owing to this short period of 
administration and the general absence of by- 
effects, the treatment can be carried out effec- 
tively even in persons who otherwise might not 
follow directions. Atabrine can also be given 
in blackwater fever and during pregnancy. 


ATABRINE 


Reg. U. S. Pat. Off. & Canada 


Brand of CHINACRIN 


_ An unusual motion picture “Malaria” will be loaned free 
to medical schools, societies, hospital staffs, etc. Write 
for details. 


WINTHROP 
CHEMICAL COMPANY, INC. 


Pharmaceuticals of Merit for the Physician 
NEW YORK,N.Y. WINDSOR, ONT. 


Factories: Rensselaer, N. Y.— Windsor, Ont. 
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ELI LILLY AND COMPANY 


FOUNDED 1876 


Makers of Medicinal Products 


Guy's Hospital, London, 


A member of the staff of Guy’s Hospital 


wrote one of the early descriptions of 


pernicious anemia in 1849, 


Modern research contributed a prac- 


tical oral treatment of pernicious anemia 


in the form of Pulvules Extralin, Lilly. 


Each pulvule of Extralin, Lilly, contains 


0.5 Gm. of liver-stomach concentrate, 


and is equivalent in anti-anemic potency 


to approximately 20 Gm. of fresh whole 


liver. The dose is tasteless, the potency assured. 


Prompt Attention Given to Professional Inquiries 
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Hew a bacteriostatic 


agent is helpful in certain 


genito-urinary infections 


HE TREATMENT Of pyelitis, cystitis 
Te gonorrhea is generally aided 
by the administration orally of a 
highly bacteriostatic agent such as 
Serenium Squibb. 

Serenium gives increased comfort to 
patients suffering with gonorrhea. The 
relief obtained not only helps the 
patient but enables the physician to 
maintain other suitable treatment while 
the patient’s defensive mechanism is be- 
ing developed to combat the infection. 

In pyelitis and cystitis, Serenium 
may constitute the only effective means 
of inducing clinical improvement. It 
has given excellent results in children. 


Serenium imparts a reddish color to 


acid urine and patients should be in- 
formed to expect this color. In many 
instances this fact appears to exert a 
beneficial psychological effect. 

Serenium is a distinct chemical com- 
pound (2-4 diamino-4-ethoxy-azo-ben- 
zene hydrochloride)—one of the azo 
dyes. It is non-irritating and its rela- 
tive toxicity is so low that it may 
practically be considered as innoxious. 
The usual dose is 1 tablet, three times 
a day after meals. 

Serenium Squibb is distributed in 
bottles of 25, 50 and 500 chocolate- 
coated tablets containing 0.1 Gm. each 
and at a price which permits its use by 


most patients needing this medication. 


E:‘R: SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858. 
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THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 


UROLOGY 


Surgical Anatomy Cystoscopy and 


Urologic Operations Endoscopy 
Diagnosis and Office Dermatology and 
Treatment Syphilology 
Regional A hesi Diath y 
Proctology Pathology 
Neurology Roentgenology 


Operative Urology (cadaver) 


PHYSICAL THERAPY 


Lectures and demonstrations of medical and surgical 
diathermy; galvanic, low tension and static currents; 
electro-diagnosis; heliotherapy; thermotherapy and 
artificial light therapy; massage and _ therapeutic 
exercise. Active clinical work in the treatment of 
medical and surgical conditions. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER: 345 West 50th Street, NEW YORK CITY 


The Tulane University 


of Louisiana 


GRADUATE SCHOOL OF 
MEDICINE 


POSTGRADUATE instruction offered in 


all branches of medicine. 


COURSES leading to a hhighuee degree are 


also given. 


For bulletin furnishing detailed 


information address the 


DEAN GRADUATE SCHOOL OF 
MEDICINE 


1430 Tulane Avenue 
New Orleans, La. 


“PURITAN MAID” 


OXYGEN 
ETHYLENE 
NITROUS OXID 
CARBON DIOXID 
CARBON DIOXID-OXYGEN MIXTURES 


Oxygen Tents, Inhaling Outfits, Nasal 
Catheter Equipment, Etc. 


Equipment Rental Service 


Puritan Compressed Gas Corp. 


Kansas City, Mo. Chicago, III. Baltimore, Md. 
Cambridge, Mass. Cincinnati, Ohio Detroit, Mich. 
St. Louis, Mo. St. Paul, Minn. 

Dallas, Texas 
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St. Elizabeth’s Hospital 


RICHMOND, VIRGINIA 


Staff 


J. Shelton Horsley, M.D., Surgery and Gynecology 

John S. Horsley, Jr., M.D., Plastic and General 
urgery 

Guy W. Horsley, M.D., General Surgery 

Douglas G. Chapman, M.D., Internal Medicine 

Wm. H. Higgins, M.D., Consultant in Internal 
Medicine 

Austin I. Dodson, M.D., Urology 

Fred M. Hodges, M.D., Roentgenology 

L. O. Snead, M.D., Roentgenology 

Thos. W. Wood, D.D.S., Dental Surgery 

Helen Lorraine, Medical Illustration 


Assistant Attending Staff 
ga J. Warthen, Jr., M.D., Surgery 


Ww. Dix, M.D., Internal Medicine 
J. P. Baker, Jr., M.D., Internal Medicine 


Marshall P. Gordon, Jr., M.D., Urology 


Administration 
N. E. Pate Busi 


SCHOOL FOR NURSES 


The Training School is affiliated with Johns 
Hopkins Hospital in Baltimore for a three months’ 
course each, in Pediatrics and Obstetrics. All ap- 
plicants must be graduates of a high school or have 
the equivalent education. 


Address: DIRECTOR OF NURSING 
EDUCATION 


THE TUCKER 
SANATORIUM, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is the Private Sanatorium for the 
Neurological Practice of Drs. Beverley R. 
Tucker, Howard R. Masters and James 
Asa Shield. 


The Tucker Sanatorium is for the treat- 
ment of nervous and endocrine diseases. 
There are departments of massage, medicinal 
exercises, hydrotherapy and physiotherapy. 
The Sanatorium is large and bright, sur- 
rounded by a lawn and shady walks, large 
verandas and has a roof garden. Ie is situ- 
ated in the best part of Richmond and is 
thoroughly and modernly equipped. The 
nurses are specially trained in the care of 
nervous cases. 


Insane and acute alcoholic cases are not 
taken. 


APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


@ An institution for rest, conva- 
lescence, the diagnosis and treat- 
ment of nervous and mental disor- 
ders, alcohol and drug habituation. 


A PPALACHIAN HALL 
is located in Asheville, North Carolina. 
Asheville justly claims an unexcelled 
all year round climate for health and 
comfort. All natural curative agents 
are used, such as physiotherapy, occu- 
pational therapy, outdoor sports, horse- 
back riding, etc. Five beautiful golf 
courses are available to patients. In- 
door sports consist of billiards, pool, 
ping-pong, gymnastic exercises. "Two 
dances are given each week in the spa- 
cious ballroom, the other evenings are 
occupied with games and other enter- 
tainments. 


Ample facilities for classification of 
patients. Rooms single or en suite with 
every comfort and convenience. 


For rates and further information write 


Appalachian Hall. 


WM. RAY GRIFFIN, M.D. 
M. A. GRIFFIN, M.D. 


. 
13 
Manager 
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Grace Lutheran Sanatorium 
FOR TUBERCULOSIS 


SAN ANTONIO, TEXAS 

DMITS patients irrespective of religion or creed. An at- 
tractive institution in beautiful San Antonio. Climate un- 
excelled the year round for treatment of tuberculosis. Private 
rooms with bath and sleeping porch; individual cottages; 
high-class accommodations; Radiographic and Fluoroscopic 

service. Every room and cottage equipped with radio. 

MODERATE RATES 
For booklet and information address 

REV. PAUL F. HEIN, D. D., Superintendent 

P. O. Box 214 San Antonio, Texas 


Clifton Springs Sanitarium The Ella Oliver Home 
and Clinic A private cage age home for the care and protection 
of unfortunate girls during pregnancy and confinement. 
Founded ses0 — Under auspices of Women’s Christian Association of 
Large staff covering general medicine, surgery, this city. 
and the specialties. Combines advantages of Staff physician in daily attendance or may have any 
rural Spa and metropolitan hospital and clinic. other ethical physician. Modern hospital equipment, 
tn graduate nurse. Rates reasonable. Adoption or 
P . board arranged for babies. 
eases. Newest equipment for deep X-ray Strictest privacy in maintained, correspondence confi- 
therapy. Special rates to teachers, ministers dential. 
and missionaries. For information, address 
— Ss. ae M.D., ELLA OLIVER HOME MEMPHIS, TENN. 
CLIFTON on, ms NEW YORK 903 Walker Ave. Phone: 3-0639 


CITY VIEW SANITARIUM 


For PUENTAL and NERVOUS DISEASES 
and ADDICTIONS 


ESTABLISHED IN 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and 
equipped with every facility for the comfort, care and treatment 
of the class of patients received. Situated in the midst of a fifty- 
acre tract, and surrounded by large groves and attractive lawns. Two 
resident physicians. Training school for nurses. 


References: The Medical Profession of Nashville 


JOHN W. STEVENS, M.D., Physician-in-Charge 
NASHVILLE R. F. D. No. 1 TENNESSEE 
On Murfreesboro Pike, one-half mile east of old location 


| 
| 
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2 
a 
A 
G 


Vol. 28 No. 3 SOUTHERN MEDICAL JOURNAL 


CLINIC 


ST. LUKE’S HOSPITAL 


Richmond, Virginia 


. Medical and Surgical Staff... 


General Medicine: General Surgery: Obstetrics: 


James H. Smith, M.D. Stuart McGuire, M.D. H. Hudnall Ware, Jr., M.D. 
Hunter H. McGuire, M.D. W. Lowndes Peple, M.D. 

Margaret Nolting, M.D. Carrington Williams, M.D, Urology: 

John Powell Williams, M.D. W. P. Barnes, M.D. Austin I. Dodson, M.D. 
Kinloch Nelson, M.D. 

Clifford H. Beach, M.D. Pathology and Radiology: Eye, Ear, Nose and Throat: 


F. H. Lee, M.D. 
Orthopedic Surgery: S. W. Budd, M.D. sie 


William T. Graham, M.D. po ontgenology: Dental Surgery: 
D. M. Faulkner, M.D. eee dita John Bell Williams, D.D.S. 
J. T. Tucker, M.D. J. L. Tabb, M.D. Guy R. Harrison, D.D.S. 


WALTER R. WALLACE, M.D. HUGH W. PRIDDY, M.D. 


THE WALLACE SANITARIUM 


For the treatment of Drug Addiction, Alcoholism, Mental and Nervous Diseases. 
Fully equipped for the care of patients admitted. Sixteen acres of beautiful grounds. 
Located in the eastern suburbs: of the city at Southern Avenue and Cherry Road. 


MEMPHIS, TENN. 
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WESTBROOK SANATORIUM 


Richmond Virginia 
Telephone—Boulevard 1220 


Department for Men: Department for Women: 
J. K. Hall, M.D. P. V. Anderson, M.D. 
O. B. Darden, M.D. J. H. Royster, M.D. 

E. H. Alderman, M.D. 


sind The institution is situated just beyond the northern border of the city on the Richmond-Washington automobile 
ighway. 
The scope of the work of the Sanatorium is limited to the diagnosis and the treatment of nervous and mental 


disorders and to the addictions to drugs and to alcohol. It affords also adequate facilities for rest and upbuilding 
under medical and nursing supervision. 


The medical staff devotes its entire attenti to the pati in the Sanatorium. 
a school for trained attendants in which instruction in the care of nervous and 


The instituti i 
mentally sick is emphasized. 

There are twelve sep buildi for pati with 150 beds. Such a large group of buildings makes possible 
the more congenial grouping of patients. Rooms may be had single or en suite, with or without pivate bath. 
There are a few small cottages for the use of individual patients. 

A comprehensive general physical and nervous examination is made of each patient. A mental examination is 
made when indicated. The examination is typed and a copy of it is available for the referring physician. Com- 
plete x-ray equipment has been installed. A dental room has been fitted up and a complete dental investigation is a 
part of the general survey. 

A skilled teacher gives practical daily instruction to small groups in the arts and crafts. Helpful and interesting 
occupation in the out-of-doors is made possible for the men patients in the vegetable and flower gardens, on the 
truck farm, in the poultry yards, and in the dairy. 

There are bowling, tennis, croquet, and pool. There is a movie and a dance every week. On Sunday evening 
there is chapel service. 


Detailed information is available for physicians. 


Brawner’s Sanitarium 


ATLANTA, GEORGIA 
For Mental and Nervous Diseases 


A modern neuropsychiatric hospital with special 
laboratory facilities for the study and treatment of 
early cases. Also a department for the treatment 
of drug and alcoholic addictions. 

The Sanitarium is located on the Marietta Elec- 
tric Car Line ten miles from the center of Atlanta, 
near Smyrna, Georgia. The grounds comprise 80 
acres. The buildings are steam heated, electrically 
lighted, and many rooms have private baths. 


Address communications to Brawner’s Sanitarium, 
Smyrna, Georgia, or to the city office, 478 Peachtree 
Street, Atlanta, Georgia. 

Dr. Jas. N. Brawner, Medical Director. 
Dr. Albert F. Brawner, Resident Physician. 


ARLINGTON HEIGHTS SANITARIUM 


P. O. BOX 1120, FORT WORTH, TEXAS 


For Nervous Diseases and Selected 
Cases of Mental Diseases 


(Incorporated under laws of Texas) 
BRUCE ALLISON, M.D. 
Superintendent 
JAS. D. BOZEMAN, M.D. 
Resident Physician 


DRS. W. L. ALLISON 
and JNO. S. "TURNER 


Consultants 


— 
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STUART CIRCLE HOSPITAL 
Richmond, Va. 


Medicine: Surgery: 
ALEXANDER G. BROWN, JR., M.D. ROBERT C. BRYAN, M.D. 
MANFRED CALL, M.D. STUART N. MICHAUX, M.D. 
MANEFRED CALL, III, M.D. CHARLES R. ROBINS. MD. 


A. STEPHEN GRAHAM, M.D. 
Obstetrics: 
GREER BAUGHMAN, M.D. 
BEN H. GRAY, M.D. 
WM. DURWOOD SUGGS, M.D. 


Ophthalmology, Otolaryngology: Urological Surgery: 
CLIFTON M. MILLER, M.D. JOSEPH F. GEISINGER, M.D. 
R. H. WRIGHT, M.D. 


Oral Surgery: 
GUY 


y 
W. L. MASON, M.D. R. HARRISON, D.D.S. 


Pathology: 
REGENA BECK, M.D. 


Physiotherapy: Roentgenology and Radiology: 
ELSA LANGE, B.S. FRED M. HODGES, M.D. 
Technician L. O. SNEAD, M.D. 


Stuart Circle Hospital has been operated twenty years, affording scientific care to 
patients in General Medicine, Surgery, Obstetrics and the various medical and 
surgical specialties. Detailed information furnished physicians. 


CHARLOTTE PFEIFFER, R.N., Superintendent 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


315 Brackenridge Avenue Phone: Fannin 5522 


For Nervous and Mental Diseases, Drug and Alcohol Addiction and 
Nervous Invalids Needing Rest and Recuperation 
Established 1903. Strictly ethical. Location delightful summer and winter. Approved diagnostic and 
therapeutic methods. Seven buildings, each with separate lawns, each featuring a small separate sani- 


tarium, affording wholesome restfulness and recreation, in doors and out doors, tactful nursing and 
homelike comforts. 


G. H. MOODY, M.D. 


Founder 


J. A. McINTOSH, M.D., F.A.C.P. 
Superintendent 


SAINT ALBANS SANATORIUM 


RADFORD, VA. 


Medical Staff 
J. C. KING, M.D. 
JAMES KING, M.D. 


A modern, ethical Institution, fully 
equipped for the diagnosis, care and 
treatment of medical neurological, mild 
mental and addiction cases. Ideal loca- 
tion, 2000 feet above sea level. Rates 
teason2ble. Railway facilities excellent. 


Write for full details. 
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H. P. COLLINS, Business Manager 
Box No. 4, College Hill 
CINCINNATI, OHIO 


The Cincinnati Sanitarium 
Inc. 1873 


For Mental and Nervous Diseases 

A strictly modern hospital fully 
equipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 


Emerson A. North, M.D., 
Charles Kiely, M.D., 
Visiting Consultants 

D. A. Johnston, M.D., 
Medical Director 


“REST COTTAGE’’ College Hill, 


Cincinnati, Ohio 


For purely nerv- 
ous cases, nutti- 
tional errors and 
convalescents. 


Completely 
equipped for hy- 
drotherapy, mas- 
sages, etc. 


Cuisine to meet 
individual needs. 


Emerson A. North, 
M.D. 

Charles Kiely, 
Visiting 
Consultants 


D. A. Johnston, 
M.D., Medical 
Director 


H. P. Collins, 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Established in 1925 


A NEW HOSPITAL HAS BEEN ERECTED 


Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and heipful 
occupation. Adequate night and day nursing service maintained. 


JAMES A. BECTON, M.D., Physician-in-Charge 


P. O. Box 96, Woodlawn Station, Birmingham, Ala. Phones: 9-1151 and 9-1152 
Consultants: C. M. Rudulph, M.D.; H. S. Ward, M.D.; W. S. Littlejohn, M.D. 


WAUKESHA SPRINGS 
SANITARIUM 


THE OXFORD 


For the Care and Treatment of RE TR EAT 


NERVOUS DISEASES “ Oxford, Ohio 

FOR— 

Building Absolutely Fireproof NERVOUS 

AND 

BYRON M. CAPLES, M.D., Medical Director MILD MENTAL CASES 
FLOYD W. APLIN, M.D. R. HARVEY COOK 

Physician in Chief 

Waukesha, Wisconsin Write for Descriptive Circular 
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PIP LSA ALIA 


Behind MERCUROCHROME 
is background of 


Precise manufacturing methods insuring uniformity 


Controlled laboratory investigation 


Chemical and biological control of each lot produced 


booklet sum- 
marizing the im- —_ Extensive clinical application 
portant reports on 
Mercurochrome 
and describing its 


Thirteen years’ acceptance by the Council of Pharmacy 


wees will wet, and Chemistry of the American Medical 
be sent to physi- 
cians on request. Association 


HYNSON, WESTCOTT & DUNNING, Inc., Baltimore, Md. 


THE SOUTHEASTERN SURGICAL CONGRESS 
SIXTH ANNUAL ASSEMBLY 


Jacksonville, Florida, March 11, 12 and 13, 1935 
THE MAYFLOWER HOTEL 


Sessions begin Mond:y morning, March 11 at 8:00 a.m., Eastern Standard Time and 
will continue through Wednesday afternoon, with a session Monday evening and the annual 
banquet Tuesday evening. Clinical and round table discussions will be conducted daily. 


Visiting ladies. will be entertained by the wives cf the Jacksonville physicians. 


Speakers on the program are as follows: Dr. Walter C. Alvarez, Rochester, Minnesota; Dr. L. G. 
Baggett, Atlanta, Georgia; Dr. E. G. Ballenger, Atlanta, Georgia; Dr. I. A. Bigger, Richmond, Virginia; 
Dr. J. W. Bodley, Memphis, Tennessee; Dr. Willis C. Campbell, Memphis, Tennessee; Dr. Hugh Cabot, 
Rochester. Minnesota: Dr. Ben Hill Clifton, Atlanta, Georgia; Dr. George Crile, Cleveland, Oh’o; Dr. 
GiJbert F. Douglas, Birmingham, Alabama; Dr. John F. Erdmann, New York City; Dr. Paul G. Flothow, 
Seattle, Washington; Dr. Mims Gage, New Orleans, Louisiana; Dr. Ralph Greene, Jacksonville, Florida; 
Dr. W. D. Haggard, Nashvil'e, Tennessee; Dr. W. F. Harper, Selma, Alabama; Dr. Arthur E. Hertzler, 
Halstead, Kansas: Dr. J. Shelton Horsley, Richmond, Virg nia; Dr. Chevalier Jackson, Philadelphia, Penn- 
sylvania: Dr. C. Jeff Miller, New Orleans, Louisiana; Dr. Chalmers H. Moore, Birmingham, Alabama; 
Dr. R. B. McKnight, Charlotte, North Carolina; Dr. Alton Ochsner, New Orleans, Louisiana; Dr. | 7 
Patterson, Cuthbert, Georgia; Dr. V. B. Philpot, Houston, Mississippi; Dr. W. M. Scruggs, Charlotte, 
North Carolina; Dr. J. Knox Simpson, Jacksonville, Florida; Dr. J. W. Snyder, Miami, Florida; Dr. H. 
Marshall Taylor, Jacksonville, Florida; Dr. Jerre Watson, Anniston, Alabama; Dr. W. A. Weldon, 
Glasgow, Kentucky; Dr. J. Warren White, Greenville, South Carolina. 


For further information, write Dr. B. T. Beasley, Secretary, Doctors Building, Atlanta, Ga. 
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TRANSURETHRAL PROSTATIC 
RESECTION * 
WITH A REPORT OF 551 RESECTIONS 


By HERMAN L, KretscHMer, M.D., 
Chicago, Illinois 


I do not wish at this time to review the his- 
tory of the development of transurethral resec- 
tion because you are as familiar with the story 
as I am, but to present my personal experiences 
ina series of 551 resections. 

In modern urology two outstanding develop- 
ments have taken place: (1) greater accuracy in 
diagnosis; (2) a gradual but definite tendency 
away from operative surgery in the treatment of 
many lesions of the urinary organs. As a matter 
of fact, many of the members of this section 
have played an important part in this changing 
line of treatment. 

However, it may not be amiss to review 
briefly this tendency. The treatment of acute 
renal infections by ureteral catheter drainage in 
the simple infections, as well as in acute pye- 
litis of pregnancy, has replaced surgical drain- 
age in these conditions. And likewise, the treat- 
ment of so-called chronic pyelitis, with ureteral 
catheterization and silver nitrate injections, re- 
sults in a cure in most cases. 

The non-surgical treatment of stone in the 
ureter by means of various instrumental manipu- 
lations through the cystoscope, as well as the 
injections of various drugs, sterile oil, glycerine, 
and local anesthetics, has greatly reduced the 
number of open operations for the removal of 
stone in the ureter. 

Dilatation of certain cases of stricture of the 
ureter makes open surgery unnecessary. 

One of the most important advances indica- 
tive of a departure from open surgery is the 

*Read in Section on Urology, Southern Medical Association, 


Twenty Eighth Annual Meeting, San Antonio, Texas, November 
13-16, 1934, 


Number 3 


treatment of benign papillomata of the bladder 
by fulguration through the cystoscope. The 
brilliant results, the freedom from complications, 
no mortality, and no hospitalization, stand out 
in marked contrast to the surgical results ob- 
tained prior to the institution of this form of 
treatment by Edwin Beer. 

This tendency away from open surgery has 
gone one step further in the attempts to relieve 
the various types of bladder neck obstruction by 
transurethral methods. As early as the sixteenth 
century Ambroise Paré (1510-1590) had at- 
tempted transurethral methods, and the Eng- 
lish surgeons made similar attempts (Blizzard, 
in 1806; Guthrie, in 1834; Stafford, in 1828). 
The present era of transurethral resection began 
with the work of Goldschmidt (1906) when he 
devised his water-dilating posterior urethro- 
scope.'. The role played by American urologists 
in the development of this subject has been de- 
scribed in detail in a previous publication.? 

Whenever a new form of therapy is pre- 
sented, especially if it be a rather radical de- 
parture from the universally accepted and gen- 
erally used treatments, an interesting situation 
arises, namely, a division into various schools of 
thought. In the first group we find those who 
accept wholeheartedly the new procedure and 
believe that the ideal measure has been found. 
In the second group are those who are loath to 
take up the new procedure and who strongly 
support the methods that have served them well 
during the past. This situation has always been 
present in any field of human endeavor, and it 
was only natural that it should arise when trans- 
urethral resection was introduced into our arma- 
mentarium, 

A careful consideration of this statement, as it 
applies to the treatment of bladder-neck ob- 
struction, reveals the following situation. 

In the first group were those who enthusias- 
tically accepted non-surgical treatment of pros- 
tatic obstruction and were of the firm opinion 
of its applicability in every case. 
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In the second group were men who believed 
that the procedure was not a true surgical one, 
and who objected to its use on the ground that 
the entire obstruction was not removed and 
hence there would certainly be recurrences. 


In a third group were those who assumed a 
middle-of-the-road attitude and made a careful 
selection of cases, reserving for open operation 
the large hypertrophic prostates and cases in 
younger men. 

Whether or not resections will be followed by 
recurrences can only be determined by the pass- 
ing of time. Nevertheless, a significant matter 
to record at this time is the fact that true re- 
currences have been seen and reported following 
complete prostatectomy.’ 

From the standpoint of the patient, resection 
is a less formidable procedure than surgery, and 
should a recurrence develop and cause symp- 
toms a second resection can easily be done. 

My own personal viewpoint on this subject 
can be summarized very briefly. I have made 
no selection of cases, and in the past thirty-three 
months I have performed only one prostatec- 
tomy. No patient was refused resection either 
because of the size of the prostate or of its 
pathologic condition, and no patient was refused 
resection because of his general condition, al- 
though many suffered from serious organic dis- 
ease, conditions which necessarily precluded 
them from undergoing open surgery to relieve 
the obstruction. This group will be discussed 
in detail under the heading of associated patho- 
logic conditions. 

To date I have performed 551 resections on 
495 patients. In other words, in 56, or 10.16 
per cent, of the cases a second resection was 
necessary. I am not at all averse to performing 
a second resection, and in cases with large hyper- 
trophies I frankly tell the patient beforehand 
that it may be necessary to perform a second 
resection. 

In this group are included three cases in 
which three resections were necessary. One pa- 
tient, aged 79 years, had two resections done 
before I saw him. He still had twelve ounces 
of residual urine, badly infected. The third 
resection gave complete relief. The second pa- 
tient, a man of 61 years, had had two resec- 
tions. Two years later he returned with pro- 
fuse bleeding. The resectoscope was introduced 
to stop the bleeding. This was done by fulgura- 
tion, and after the bleeding was stopped a fur- 
ther resection was done, and although the patient 
had no residual urine, quite a moderate amount 
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of tissue was removed. The third patient, aged 
68 years, had an unusually large prostate and 
was frankly told that because of its enormous 
size two resections would be necessary. A third 
resection was needed completely to relieve his 
obstruction. 


Second resections were necessary in some of 
the cases of carcinoma in which the carcinoma 
recurred, producing symptoms which demanded 
and justified a second resection. 

Furthermore, second resections were neces- 
sary in some cases in which I failed to remove 
enough tissue to relieve the obstruction com- 
pletely. 

It is a well-known fact and has been repeat- 
edly proven by published statistics of large 
groups of cases that the mortality in prostatec- 
tomy increases with each decade. 

I believe that, in general, this is the expe- 
rience of all urologists who have operated upon 
a large series of cases; granted, of course, that 
there may be exceptions to the rule. This fact 
has deprived some of the patients in the upper 
group (80 to 95) from being relieved of their 
obstruction by open operation. You will all 
agree, I am sure, that if the patient over eighty 
can be relieved of his obstruction by a pro- 
cedure relatively free from danger, even if he 
must undergo a second resection, that resection 
is better than the risk of surgical intervention 
at this time of life. 

In the following table the incidence of age in 
this series is given. 


AGE 
Youngest patient 30 years 
Oldest patient ..... 89 years 
30 to 40 years 3 cases 
40 to 50 years oe _... 10 cases 
50 to 60 years. ‘ ..... 102 cases 
60 to 70 years ___.. 243 cases 
70 to 8O years ... 112 cases 
$0 to 90 years . 25 cases 


— 


495 cases 


One of the objections that has been raised 
to resection is the fact that one may overlook 
a case of carcinoma of the prostate and thereby 
miss the opportunity of instituting early treat- 
ment after resection with radium or deep x-ray; 
that is, if in the occasional case this oversight 
should occur. However, I am sure that those 
of you who have a large series of prostatectomies 
to your credit have at least on one occasion 
been surprised to have a patient return with a 
carcinoma in whom the sections were reported 
as benign at the time the prostate was removed. 

Further objection has been raised to the fact 
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that he might drive back 
home that afternoon. It 
cannot be too often em- 
phasized that success in 
resection depends upon 
the amount of preopera- 
tive study and prepara- 
tion given the individual 
case, the preparation nat- 
urally varying in each 
case. 

We were greatly im- 
pressed by the large num- 
ber of patients in this se- 
ries who suffered from 
lesions of the cardiovas- 
cular system. This may 
be due, in part, to the 
fact that many more so- 
called “bad risks” pre- 


Fig. 1 


Benign hypertrophy of the prostate. 


that histological examination with resection is 
not possible. This has not been my experience. 
Careful examination of pieces removed is pos- 
sible and is routine. We have had no trouble 
in obtaining good histologic sections in all of 
our cases (Figs. 1 and 2). 


The ratio of carcinoma to benign hypertrophy 
has been variously given by different authors 
and in my experience varies from time to time. 

The following table gives the incidence of 
carcinoma in this series 


sent themselves for re- 

section than one would 

ordinarily see in a similar 

group of candidates for surgical prostatectomy. 

In a previous study of cases of prostatectomy 

there were 35.8 per cent with heart disease.‘ 

A study in this series showed that 60.6 per cent 

suffered from cardiovascular disease of varying 

degree. Following is a table showing the types 
of cardiovascular lesions. (See next page.) 

Although the cardiovascular group consists of 

the largest number of patients with serious co- 

existing disease, various other lesions were 


of cases. 


Benign hypertrophy: 


ws cas... (88.7 per cent) 
Carcinoma: 
(11.3 per cent) 


It almost seems super- 
fluous to call attention to 
the necessity of a careful 
history and physical ex- 
amination, as well as a 
careful preparation of the 
patient before resection. 
There seems to be a more 
or less widespread _ belief 
that resection is simply a 
minor procedure; that it 
can be done in the office 
between trains. I recently 
had a patient who drove 


AY 


350 miles to Chicago and 
wanted to be resected in 
the office at once so 


Fig. 2 
Carcinoma of the prostate. 
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TYPES OF CARDIOVASCULAR DISEASE 
Myocarditis — - 
Coronary disease . 30 cases 
Angina pectoris 12 cases 
Hypertension ; . 79 cases 

327 cases 


found. Two of the patients, for example, had 
large carcinomata of the stomach, with extensive 
metastases to the liver and complete retention of 
urine that could no longer be relieved by the 
indwelling catheter. Resections were done in 
both, with complete relief. 

Ten patients with associated disease of the 
central nervous system were resected success- 
fully. Contrary to the belief that such patients 
are apt to have incontinence following resection, 
all are perfectly continent. There were twenty- 
one diabetics, and all were referred to the dia- 
betic service for preliminary study and prepara- 
tion, as well as close postoperative supervision. 
All had a smooth and uneventful convalescence. 

The following table shows the associated gen- 
eral pathologic conditions found in this series. 


Diabetes mellitus 21 cases 
Syphilis 10 cases 
Cord bladder . 6 cases 
Pulmonary embolism 3 cases 
Bronchial asthma 2 cases 
Cerebral thrombosis .  2-cases 
Carcinoma of stomach and liver . 2 cases 
Buerger’s disease ; 1 case 
Hemiplegia 1 case 
Manic depressive psychosis 1 case 
Paralysis agitans 1 case 
Duodenal ulcer 1 case 
Polycythema vera with erythro melalgia 1 case 
Parkinson's disease 2 cases 


It is a well-known clinical observation that 
many of these patients suffer from other lesions 
of the urinary tract besides the prostatic obstruc- 
tion. A knowledge of coexisting disease is quite 
important, since it may change the method of 
procedure. Although pyelograms after intra- 
venous dye injections have not always been 
made, we have been surprised to observe how 
frequently they show the presence of an un- 
suspected hydronephrosis. 

I recently saw a patient in consultation who, 
several weeks after his resection, developed chills 
and fever and a severe pyuria that persisted, in 
spite of bladder irrigations. A pyelogram showed 
the presence of an enormous bilateral hydro- 
nephrosis and hydroureters. A preoperative in- 
travenous pyelogram would have apprised the 
physicians in charge of the presence of this 
hydronephrosis and naturally would have ex- 
plained the cause of and the persistence of the 
patient’s symptoms. Although we do not make 


intravenous pyelograms routinely, still I fee] 
that in cases of impaired function it might be 
well to make an intravenous pyelogram to rule 
out disturbed function due to hydronephrosis. 


The incidence of the presence of diverticula in 
this series of cases was 7.35 per cent. In order 
not to overlook the presence of a diverticulum, 
we employ routine cystography, except in cases 
in which an intravenous pyelogram has been 
done, and this shows the presence of a diver- 
ticulum. The value of cystography in the diag- 
nosis of diverticula need not be emphasized at 
this time other than to say that every once in 
a while a diverticulum is found when not sus- 
pected, and often a large diverticulum is shown 
that was missed by other methods of diagnosis 
(Fig. 3). 

In the following table the incidence of asso- 
ciated genitourinary disease is given. 


ASSOCIATED GENITOURINARY DISEASE 


Diverticula of the bladder 67 cases 
Bladder calculi 21 eases 
Carcinoma of the bladder 19 cases 
Prostatic calculi . 16 cases 
Kidney calculi 12 cases 
Ureteral calculi .  5cases 
Solitary kidney 2 cases 


Pepillomata of the bladder 4 cases 
RESIDUAL URINE 


One of the concomitant findings in prostatic 
obstruction is the presence of residual urine. 
This, of course, varies greatly from the patient 


Fig. 3 
Cystogram showing the presence of large unsuspected 
diverticula. 
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who has a contracted bladder, great urinary dis- 
tress associated with pain, and a small amount 
of residual, to the patient who has residual urine 
that may vary from 500 to 1,000 c. c. to com- 
plete retention of urine. The amount of residual 
urine is not by itself necessarily a determining 
factor for resection. For example, patient 
may have only two or three ounces of residual 
associated with great irritability of the bladder 
neck and a small bladder capacity, and yet 
suffer from painful urination with frequency, so 
that he is obliged to arise many times at night. 
Failure of the usual routine treatment to relieve 
the symptoms justifies advising resection. 


RESIDUAL URINE 
Complete retention 101 cases . 
500 to 1,000 c. c. 35 cases 
250 to 500 c. c. 67 cases 
203 cases 


50 
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Fig. 4 

Showing the rapid drop in blood urea following indwelling 

catheter drainage. 
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The importance of preliminary study of renal 
function should be emphasized just as much in 
cases in which a resection is planned as it is 
when a prostatectomy is planned; and renal 
function, when impaired, calls for treatment. 
As a rule, these patients respond well to treat- 
ment (Fig. 4). 

All cases are subjected to careful study for 
the presence or absence of infection in the uri- 
nary tract. As may be expected in patients 
with obstruction and stasis, especially if long 
standing, who have had previous instrumenta- 
tion, infection is often present. Hence, the ne- 
cessity for preliminary treatment to clear up 
the infection cannot be too strongly emphasized. 
Bacteriological studies in these cases were of the 
routine sort. 

In this series bacteriologic study of the urine 
showed the following: 


INFECTING ORGANISMS 

B. coli 156 cases 
Staphylococcus albus 121 cases 
Streptococcus hemolyticus 14 cases 
Staphylococcus hemolyticus 8 cases 
B. coli hemolyticus 15 cases 
B. proteus 12 cases 
B. pyocyaneus 4 cases 
Eberthella 1 case 


331 cases 
PREPARATION 


The preparation of this group of resections 
was carried out as illustrated in the following 
table: 


PREOPERATIVE MEASURES 


Indwelling catheter .... 237 cases 
Suprapubic cystostomy - 35 cases 
Massage and irrigation 61 cases 
No preparation . 162 cases 


495 cases 


In the largest number of cases the indwelling 
catheter was used. With the use of a small soft 
catheter, passed without trauma, we have been 
able to prepare most of the patients. Frequent 
changes of catheter, urethral irrigation with 
potassium permanganate, and removing the cath- 
eter a few hours a day, often controls or pre- 
vents an impending catheter urethritis. 
Thirty-five cases were prepared by means of 
a suprapubic cystostomy. In some of the cases 
a suprapubic cystostomy was done because of 
failure of the indwelling catheter drainage; that 
is, the development of profuse urethral bleeding, 
urethral pain and discharge, and the onset of 
chills and fever. However, resort to suprapubic 
cystostomy is becoming less and less frequent, 
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Fig. 5 
Showing a large stone in the bladder with severe infection. 


and during the past year only two patients were 
subjected to cystostomy for the above mentioned 
reasons. 

In this series of cases there were 21 cases of 
stone in the bladder. The management of this 
group of cases varied and depended upon the 
number and size of the stones, the presence or 
absence of infection, and whether or not the 
infection could be cleared up by the use of the 
indwelling catheter. In some of the cases it 
was possible to remove the stones with litho- 
lopaxy. In the cases with small stones the litho- 
lopaxy was done at the end of the resection. 
In the cases of larger stones the litholopaxy was 
done first and catheter drainage carried out for 
a period of 48 to 72 hours before the resection 
was done. In seven cases a suprapubic cystos- 
tomy was done because of the size of the stones 
and because of the severity of the infection, 
and, finally, in some instances, because of fail- 
ure of the indwelling catheter drainage for one 
reason or another to control the infection (Fig. 
5). It is evident that no hard and fast rules 
can be laid down for the management of stone 
in relationship to resection, and that a little in- 
dividualization is in order in outlining the han- 
dling of each case. 
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RECURRENCE OF STONE FOLLOWING RESECTION 


The development of stone in the bladder fol- 
lowing prostatectomy is an old story. However, 
formation of stone in the bladder following re- 
section, as far as I am aware, has not been re- 
ported. I have recently seen two cases of stone 
in the bladder following transurethral resection. 
One patient had had a resection elsewhere. The 
other patient developed a stone in the bladder 
five months after I did a transurethral resec- 
tion. In both cases the stone was removed by 
a litholopaxy. 

In cases of carcinoma of the prostate a pre- 
vious cystostomy was done elsewhere or by my- 
self to relieve complete obstruction. All were 
resected and the suprapubic fistula allowed to 
heal. 

In 13 cases preliminary cystostomy was done 
because of the presence of serious heart lesions, 
as a preliminary to resection, until the heart 
became stabilized. 


THE USE OF THE RESECTOSCOPE IN HYPERTROPHY 
OF THE TRIGONE 


Failure to recognize and relieve the presence 
of an hypertrophy of the trigone has been the 
cause of the persistence of residual urine, infec- 
tion, and symptoms in a few cases following 
surgical removal of the prostate. Many of the 
members, I am sure, have resected the trigone 
at the time of the suprapubic prostatectomy. 
When this condition was found, I have carried 
out a resection of the trigone after the pros- 
tatic resection has been completed (Fig. 6). 
There has been no difficulty whatsoever in the 
three cases in which this was done. 


ACCIDENTS OF RESECTION 


There have been two intravesical explosions, 
with rupture of the bladder. Both cases were 
cperated upon at once; both made an unevent- 
ful recovery. They were recently reported in 
the Journal of The American Medical Associa- 
tion. 

POSTOPERATIVE COURSE 


Hemorrhage-—The subject of hemorrhage I 
would like to discuss under the following three 
headings: primary, secondary, and late sec- 
ondary. 

By primary hemorrhage is meant the bleed- 
ing at the time of the resection. There were 
five cases in this group, and in only one was it 
necessary to do a suprapubic cystostomy and 
pack. This case occurred early in the series 
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Resection 


Interureteric lig. 


Fever.—In_ reviewing 
the temperature charts of 
these patients we were 
impressed by the fact that 
in fifty cases there was 
no rise of temperature. 
In the remaining 501 
cases all had tempera- 
ture. However, a study 
of these records shows 
that the temperature was 


Ureteral orifice 


Fig. 6 


(a) Showing the hypertrophied interureteric ligament. 
(b) After resection of the hypertrophied ligament. 
(c) Shows the ligament resected to the ureteral orifice. 


and, no doubt, with more experience the bleed- 
ing could have been controlled with the resec- 
toscope. 


Secondary hemorrhage is due, no doubt, to 
infection and occurs from the tenth to the fif- 
teenth day. These cases have given us no par- 
ticular trouble. Clots when present are aspi- 
rated with the Bigelow pump and the bladder 
irrigated with a warm solution of potassium per- 
manganate in the strength of 1:5,000, or a warm 
solution of silver nitrate in the strength of 
1:5,000. This procedure controlled the bleed- 
ing in the majority of these cases. However, 
if the bleeding continues the resectoscope is in- 
troduced and the bleeding point is fulgurated 
or excised. 

In the third group I have placed cases of so- 
called late secondary bleeding. There were seven 
cases in this group. In only two cases was the 
bleeding alarming and a resection of the bleed- 
ing points was done. This patient had had three 
resections. The second patient had a series of 
profuse bleedings six weeks after resection, which 
were controlled by fulguration. Twelve weeks 
after resection he again had serious bleeding, 
which was controlled by fulguration; a blood 
transfusion was given. The following table gives 


the number of patients who had postoperative 
hemorrhage. 


HEMORRHAGE 
Secondary 12 cases 
Late secondary 7 cases 


Epididymitis —Except in the younger pa- 
tients vasectomy was performed routinely. 


Hence there were no cases of epididymitis. Prior 


to routine vasectomy the incidence was 12 per 
cent. 


short-lived, lasting on an 
average of 3.1 days. Fur- 
ther study showed that 
the number who had a 
high temperature was 
very small. The following table shows the post- 
operative temperature in this series. 


POSTOPERATIVE TEMPERATURES 


99 to 100 degrees 117 resections 
100 to 101 degrees. _... 188 resections 
101 to 102 degrees. . 107 resections 
102 to 103 degrees... . 49 resections 
103 to 104 degrees... . 37 resections 
104 to 105 degrees 3 resections 
No temperature 50 resections 


551 resections 
STAY IN THE HOSPITAL 


Standing out in marked contrast to the long 
period of hospitalization attendant upon surgical 
prostatectomy is the relatively short period of 
hospitalization following electroresection. It goes 
without saying that necessarily there is a dif- 
ference, as regards the length of stay, between 
the patients who have had a suprapubic cystos- 
tomy and those who have not had one. No 
attempt has been made to shorten the period 
of hospitalization. Especially in patients who 
lived out of town, this precautionary measure 
was never violated. In this series the shortest 
stay in the hospital was two days and the aver- 
age period was 9.1 days. 


MORTALITY 


In this series there have been 551 resections. 
There were 18 deaths, making a mortality of 
3.26 per cent. In the last 198 cases there were 
three deaths, a mortality of 1.5 per cent. In 
one case death was due to a stroke of apoplexy 
after the patient had left the table and had 
been placed on the cart. In the second case 
death occurred four days after resection, due 
to an acute coronary thrombosis. The third 
patient developed suppression on the third post- 
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operative day and died of acute dilatation of 
the heart. 
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DISCUSSION (Abstract) 


Dr. Nelse F. Ockerblad, Kansas City, Mo.—In discus- 
sing this paper it is necessary that one draw his conclu- 
sions on his own experience. One must not on the one 
hand be bound by prejudice nor on the other hand be 
biased by a view which may amount to self-deception. 

I value Dr. Kretschmer’s energy, ability and experi- 
ence in thus massing this array of over five hundred 
cases of resection. That I cannot or perhaps will not 
duplicate his rcsults probably is largely my own fault. 
In the presentations that have been given many times 
by many able urologists during the past three years, 
since resection became the vogue if not the obsession 
of the urologists, practically all of the arguments for 
and against resection have been printed. The answers 
to some of these controv.rsial points will probably 
have to be left to posterity. Old Father Time will be 
the final umpire to decide which of us has been right. 
At the present time, the urological specialty as a 
whole is divided into three camps on the question of 
prostatic electric resection. 

(1) The exclusive resectionists stand with Dr. Kretsch- 
mer on the motto, “Every prostatic a possible candidate 
for prostatic electric resection” and propose that all 
prostatic obstructions of whatever type are amenable 
to this form of operation. 

(2) There are those who abhor res-ction as a dan- 
gerous, not to say futile, whittling opcration not worthy 
of a specialist who has been trained to regard surgical 
principle as something almost sacred. The men of this 
group also hold that we are casting away our hard 
and recently won recognition as master surgeons, ex- 
changing our birthright for a mess without the potage. 

(3) The third group consists of the majority of the 
urologists of this country who value the new procedure 
for what it is worth and accept it as an aid to better 
urology, while at the same time realizing that the 
patient has a right to the best type of operation suited 
to his particular case. The members of this group are 
not swayed by the fact that the patient has already 
been “sold” on a simple closed non-cutting operation 
that will only lay him up a few days in the hospital 
and will be of lasting benefit and pleasure. 

The third group recognizes the difficulties and the 
seriousness of this apparently simple procedure. From 
the number of bags, electrodes, forceps, clot evacuators, 


suction instruments, incontinence clamps and _ similar 


other trouble shooting equipment that has been manu- 
factured and sold to the urologists of this land, I be- 
lieve that it is impossible to convince the Group 3 
urologist that this apnarently innocuous procedure is 
wholly bloodless, harmless or always successful. 

In order that you may not feel that I am speaking 
on theory alone or as a non-resecting urologist, I will 
say that I have done over 250 prostatic resections in 
the past four years and during the same time have 
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done over 225 other prostatectomies, or a total of 475 
in four years. All but a few of the carcinomas fel] 
into the resection group, as I only operated upon a few 
carcinomas in which I failed to make the diagnosis jn 
advance. Twenty-eight per cent of the resections were 
in patients with carcinoma of the prostate, with eight 
deaths in the total series, a percentage of 3.2. In this 
group were all of the complications imaginable. There 
was no selection as to surgical risk. The only selection 
was the type of prostatic obstruction. There were two 
fatal hemorrhages and four other severe hemorrhages 
that required suprapubic cystotomy. 

I shall not weary you with my own statistical report. 
I am merely trying to show that I have had some ex- 
perience in this procedure. I am not at all impressed 
with the reports from large clinics that have not done 
a prostatectomy in years. I feel that some of us, in- 
cluding Dr. Kretschmer, will live to do prostatectomies 
on some of these cases that have been resected. The 
two-stage prostatectomy is still the safest operation in 
average hands and still produces the best average func- 
tional result. That prostatic electric resection is here 
to stay, I am quite convinced; that it will ever replace 
surgical prostatectomy of the open type is certainly not 
to be thought of. In Sir Henry Thompson’s day it 
was thought that litholopaxy would entirely replace 
lithotomy, but a hundred years has passed since that 
time and litholopaxy is done only in selected cases, 
while suprapubic lithotomy is reserved for large stones 
in infected bladders. We may learn a lesson from this 
in the present controversy over the value of prostatic 
resection. 


Dr. E. G. Ballenger, Atlanta, Ga—Our own experi- 
ences coincide with Dr. Kretschmer’s. During the past 
three years we have done only two _prostatectomies, 
while we have done more than 400 transurethral resec- 
tions. If the two prostatectomies had come later in 
our work, after we had acquired experience, they, too, 
could and would have been done transurethrally. While 
bleeding has been at times a troublesome factor, we 
have not yet found it necessary to do a suprapubic 
cystotomy to control it. As regards the permanence 
of the results after resections, we think that for benign 
cases this will depend almost wholly upon whether an 
adequate removal of tissue has been made. Postopera- 
tive bladder and kidney complications are greatly re- 
duced by the thorough removal of obstructing tissue. 
This should be done a week or ten days after the first 
resection. I thank Dr. Kretschmer very much for being 
with us and for the clear-cut facts he has presented. 


Dr. Jo C. Alexander, Dallas, Tex.—It was indeed a 
great pleasure to hear the distinguished guest relate his 
experiences with this procedure, for they so nearly agree 
with our own. My senior partner, Dr. Folsom, has, 
on previous occasions, made the statement that trans- 
urethral resection would practically supplant the open 
operation, and today I can say that we see no reason 
why that statement does not hold true, other than to 
make it read, “Transurethral resection in the hands of a 
few well trained men has supplanted the open opera- 
tion.” At the present time we have done about 375 
resections, and during the same time only 3 prostatecto- 
mies. The results have been satisfactory. We do not 
feel that the type of gland is of such importance in the 
selection of the cases, but rather the experience of t 
operator. I do not believe it is fair for one to say 
that a certain thing is impossible only because he cannot 
do it himself, when others have demonstrated that any 
gland that will admit the resectoscope can be ade- 
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quately and satisfactorily resected. We agree with Dr. 
Kretschmer that in some of the larger glands multiple 
operations are better. However, we have removed 80 
grams at one sitting, with very little shock to the 
patient. In reality, the large glands tax the surgeon’s 
strength as much as the patient's, and for that reason 
we operate as a team, thus relieving each other at fre- 
quent intervals. We also feel that a better resection 
can be done that way, for often one operator will see 
obstructing tissue that the other one has overlooked. 


TREATMENT OF MIKULICZ’S DISEASE* 


By Frep M. Hopces, M.D., 
Richmond, Virginia 


Mikulicz, in 1888, reported a case of bilateral 
enlargement of the lacrimal and salivary glands 
in a male 42 years of age. This disease, as 
understood and described by him, constituted 
a subacute or chronic bilateral enlargement of 
the lacrimal and salivary glands. The glands 
were firm and not tender on pressure. There 
were no definite constitutional symptoms and 
the general health was good. The changes in 
the glands were thought to be due to a low 
grade chronic infection. The blood was normal 
and there was no involvement of other organs 
or the lymphatic structures. 


In his later work Mikulicz considered the 
condition a distinct clinical and pathologic en- 
tity. If seen early in the disease the lacrimal 
glands might be the only ones involved, but 
later there was always involvement of one or 
more groups of the salivary glands. Following 
Mikulicz’s contributions numerous case reports 
appeared, especially in the foreign literature; 
some were true Mikulicz’s disease, while many 
showed not only involvement of the lacrimal 
and salivary glands, but also involvement of 
the lymphatic structures, spleen, and so on, 
and various blood changes, especially of the 
leukemic type. 

Some authors believe that all cases sooner or 
later turn out to be a form of leukemia and 
that the condition is a syndrome only. 

MacCallum says: 

“There is another condition essentially like an acute or 
subacute lymphoid leukemia in which tumor-like swelling 
of the salivary glands and of the lacrimal glands is very 
conspicuous. This is the so-called Mikulicz’s disease, 
named for the distinguished Breslau surgeon who de- 
scribed it. We studied such a case at autopsy recently 
and found all the salivary glands and the lacrimal 


*Read in Section on Radiology. Southern Medical Association, 
Twenty Eighth Annual Meeting, San Antonio, Texas, November 
-16, 1934, 
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glands greatly enlarged and converted into masses of 
lymphoid cells in which the gland elements were widely 
separated.” 

Certainly anyone reading this description of 
the pathology of Mikulicz’s disease by a dis- 
tinguished pathologist would get anything but a 
clear conception of the true status of this con- 
dition. 

The interstitial tissues of the salivary glands 
contain abundant lymphoid tissue and Kauf- 
mann and many other pathologists feel that 
Mikulicz’s disease proper and Mikulicz’s syn- 
drome have little in common. Kulbs found 
diffuse or focal lymphocytic infiltration, epithe- 
lial degeneration, giant cell formation, and con- 
siderable connective tissue, and he speaks of 


a chronic inflammatory process in true Miku- 
licz. 


V. Brunn, Thursfield, Howard, and others 
have made more or less workable classifications, 
but Schaffer and Jacobsen have supplied the 
most complete and clinically the most satis- 
factory classification, which is as follows: 

(1) Mikulicz’s disease 
(a) Familial 
(b) Mikulicz disease proper 
(2) Mikulicz’s syndrome 
(a) Leukemia 
(b) Tuberculosis 
(c) Syphilis 
(d) Lymphosarcoma 
(e) Toxic 
(1) Lead 
(2) Iodides, etc. 
(f{) Gout 
(g) Febris uveoparotidea subchronica 

This classification alone shows definitely that 
the type of treatment indicated and the tem- 
porary and final results to be expected depend 
entirely upon the specific condition with which 
we are dealing. 

So-called true Mikulicz’s disease probably 
should be considered entirely distinct and un- 
related to the various syndromes which closely 
simulate it. More careful study of a large 
ceries of cases may ultimately prove that in 
so-called true Mikulicz’s there may occasionally 
be a slow transition into the more severe forms, 
especially leukemia, but the fact that the ma- 
jority of these patients live for many years in 
good general health and without blood changes 
is entirely against this hypothesis. It is more 
probable that these instance. of supposed transi- 
tions were atypical aleukemic leukemia, lympho- 
sarcoma, or a related disease, from the be- 
ginning. 
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Our series of eight cases seen during the past 
15 years represent, we believe, four of Miku- 
licz’s disease proper and four of Mikulicz’s syn- 
drome. Of the syndrome group, Case 1 was 
a white girl, aged 4, who had acute lymphatic 
leukemia. Case 2 was a white woman, aged 48, 
who had subacute lymphatic leukemia. Case 3 
was a white male, aged 22, with Hodgkin’s, and 
Case 4 a white male, aged 27, with lympho- 
sarcoma. 


These were all advanced cases, were seen more 
than two years ago, and all terminated fatally, 
but there was marked temporary improvement, 
and relief of local symptoms following irradia- 
tion. Since a complete necropsy was not ob- 
tained in any of these I shall, through the cour- 
tesy of Dr. E. A. Merritt, of Washington, D. C., 
report in detail a recent case of this type. 

Mr. Wm. N., white, aged 22 years, when first seen 
June 2, 1934, had for two months complained of general 
weakness and enlargement of the glands around the 
angles of the jaws. He was referred by a clinician to 
Dr. Merritt with the diagnosis of chronic mumps. He 
had enlargement of the lacrimal and parotid glands. 
There was other glandular involvement and the spleen 
was enlarged. The blood showed: 


Polymorphonuclears 16 per cent 
74 per cent 
Large mononuclears ......... 5 per cent 
3 per cent 
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The case was recognized as a typical Mikulicz’s syn- 
drome in a leukemic individual. The lacrimal glands 
showed a stony hardness. Under moderately heavy 
roentgen therapy the lacrimal and parotid gland enlarge- 
ments disappeared within two weeks. The general dis- 
ease, however, could not be checked, and postmortem 
on July 29 by Drs. J. W. Lindsay and E. C. Rice showed 
mainly hyperplasia of the thymus, mediastinal, bron- 
chial, mesenteric and retroperitoneal lymph nodes, sple- 
nomegalia of the leukemic type, leukemic infiltration of 
the kidneys with hemorrhage into the parenchyma and 
leukemic infiltration of the liver. The postmortem diag- 
nosis was lymphatic leukemia. 

The four cases of true Mikulicz’s disease were 
all in white women between the ages of 19 and 
54 years. There was involvement of the lacri- 
mal and salivary glands, especially the parotids, 
in all, but there was no other definite glandular 
involvement and no unusual blood changes. 
Three were free of symptoms or evidence of the 
disease after four, eight and nine years, re- 
spectively. Case 1, first seen in 1925, was free 
of all symptoms until lost sight of in 1929, when 
she moved to another city. Cases 2 and 3 have 
been seen recently and are free of symptoms 
and in good general health. The fourth, which 
will be reported in detail, has had the disease 
for eight years and has been free of symptoms 
and evidence of the disease for six months. 

Miss J. B., white, aged 54 years, had a negative family 
and past history except that she had suffered with more 
or less frequent colds and sore throat. 


About eight years before my 


examination she first noticed 
some enlargement of the right 
parotid. After about one 
month the swelling on this side 
disappeared and the left pa- 
rotid enlarged. For about two 
years she had periodic attacks 
of involvement of one or both 
parotids. Six years previously 
both parotids, lacrimals and 
submaxillary salivary glands 
became involved and remained 
so until April, 1934, when she 
was first seen. Her general 
health was good. 


Physical examination was 
negative except for  enlarge- 
ment of the lacrimal, parotid, 
and submaxillary salivary 
glands. There was no_ other 
glandular enlargement and the 
spleen was not palpable. 

The blood showed hemo- 
globin 86 per cent, red count 
4,500,000, white count 5,150, 
polymorphonuclears 72 per 
cent, lymphocytes 17 per cent, 


Fig. 1 
Fig. 1.—Mr. Wm. N. with enlargement of the parotid and lacrimal glands. 
Fig. 2.—Same as Fig. 1, following roentgen irradiation. 


endothelial leukocytes 7 per 
Fig. 2 cent, and eosinophils 3 per 
cent. The cells showed nothing 
unusual. 


e 

0 

1 

0 
| 

= p 

is 

J 

| h 

g 

er 

cc 

N 

th 

in 

ur 

| be 

be 

| co 

wi 

res 

tul 

stl 

to 

tul 

Ca 

Va 

| fro 

pre 

chi 

| Goa 4 on 

que 

era 

sim 

pati 


Vol. 28 No.3 


After two series of roentgen treatments the glandular 
enlargements disappeared and since June 1 she has been 
practically symptom free. 

The writer, before the section on radiology 
of the American Medical Association, in May, 
1925, reported the successful roentgen treatment 
of three cases of chronic parotitis. 


We have not seen a typical case of uveo- 
parotid fever or Heerfordt’s disease where there 
is a subchronic parotitis and iridocyclitis, but 
Jackson, Hamburger and Schaffer, and others 
have reported excellent results following roent- 
gen or radium therapy. 

Two of our patients with Mikulicz’s disease 
proper had seen numerous physicians in sev- 
eral different cities and had had almost -every 
conceivable form of therapy except irradiation. 
Not once had any clinician mentioned roentgen 
therapy. They received such prompt and last- 
ing relief from irradiation that they could not 
understand why this form of therapy had not 
been tried sooner. The reason for this must 
be due to the fact that the majority of observers 
confuse all cases with Mikulicz’s syndrome, 
where there is not much chance of a permanent 
result except possibly in the rare forms due to 
tuberculosis or lues. 

Igersheimer and Pollot, in a rather thorough 
study of 44 instances of true Mikulicz’s supposed 
to be due to tuberculosis were able to prove 
tuberculosis an etiological factor in only three. 
Cases reported by March, Kulbs, Fleischer and 
Van Duyse all strongly suggested tuberculosis 
from the histologic picture, but none were 
proven cases of tuberculosis. This form is evi- 
dently very rare, though the histologic studies 
show changes more or less 
characteristic of tubercu- 
losis. 


Griffith believes that the 
influence of syphilis is 
questionable. Schaffer and 
Jacobsen believe that the 
incidence of syphilis is 
probably too high in their 
series and others in the lit- 
erature to be purely acci- 
dental, but that the evi- 
dence is by no means con- 
clusive. 

Many radiologists have 
had no experience with 
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ferred for treatment, in spite of the fact that 
Pfeiffer successfully irradiated a case of involve- 
ment of the lacrimal, parotid, and submaxillary 
salivary glands in 1906 and there have been nu- 
merous confirmatory reports, especially in the 
foreign literature, since that time. Two of our 
cases of true Mikulicz’s were referred by one gen- 
eral practitioner, Dr. C. M. Caravati, who had 
seen a case previously. 


Leucutia and Price cover the entire subject 
very thoroughly and report two cases of Miku- 
licz’s disease proper and seven of Mikulicz’s 
syndrome. 

This latter group consisted of one aleukemic 
leukemia, one chronic lymphatic leukemia, one 
subacute lymphatic leukemia, two tuberculosis, 
one lymphosarcoma, one Hodgkin’s. Their two 
cases of tuberculosis and one of Hodgkin’s did 
not show enlargement of the lacrimal glands, 
though there was marked bilateral involvement 
of the other glands. Their two instances of 
Mikulicz’s disease proper obtained good results, 
probably permanent after roentgen therapy. 
Those of the syndrome group responded for a 
time about as would be expected. 

Many of the poor results from roentgen or 
radium therapy reported in the past were un- 
doubtedly due to the small amounts of irradia- 
tion given. The cases of Askey and Hempel- 
mann received only very small doses. Griffith’s 
case of true Mikulicz’s in a muiatto girl, aged 9, 
received without benefit systematic roentgen 
rays while in the hospital. The dosage factors 
and number of treatments were not given. 


The treatment of the syndromes is naturally 


Mikulicz’s disease, for the 
simple reason that these 
patients have not been re- 


Fig. 3 
Fig. 3.—Miss J. B. with enlargement of the parotid and lacrimal glands. 
Fig. 4.—Same as Fig. 3, following roentgen irradiation. 


Fig. 4 
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the treatment of the primary disease in question, 
plus irradiation for the local manifestations in 
leukemia, lymphosarcoma, and Hodgkin’s. The 
rare forms due to tuberculosis may or may not 
respond to this therapy and those due to syphilis 
should have antiluetic treatment. The removal 
surgically of the lacrimal glands has given good 
results when necessary. It, however, is probably 
very rarely necessary. 

As Evans and Leucutia have shown, there is 
more differentiation of the cells in true Mikulicz 
than in leukemia, or lymphosarcoma, and since 
these cells are not so radiosensitive larger doses 
are necessary. We have used 200 Kv. 1 mm. 
copper and 1 aluminum, and have given at least 
400 R (measured in air) at 2 to 3-week in- 
tervals for from 2 to 3 series, and in each in- 
stance with practically complete disappearance 
of the enlarged glands and symptoms. An early 
case treated with 125 Kv. 6 mm. aluminum 
filter and approximately 300 R for several series 
also gave gocd results. 


RECAPITULATION 


The two forms of the disease cannot be too 
strongly emphasized. In the first or Mikulicz’s 
disease proper, though there may be an occa- 
sional apparent transition into leukemia, or a 
related disease, we are usually dealing with a 
condition of unknown origin, probably a low 
grade chronic infection with involvement of the 
lacrimal, parotid, and salivary glands, but with- 
out involvement of other organs or structures. 
Here irradiation usually gives prompt and more 
or less permarent relief of subjective and objec- 
tive evidences of the disease. 

In Mikulicz’s syndrome the involvement of 
the lacrimal and salivary glands is only one 
manifestation of a general disease, and though 
irradiation gives excellent temporary results in 
the majority of cases, final results depend upon 
the specific disease with which it is associated. 

CONCLUSIONS 

(1) Mikulicz’s disease proper is a definite 
clinical and pathologic entity which responds 
more or less permanently to proper roentgen 
therapy. 

(2) It is probably much more common than 
is generally supposed, due to the fact that it is 
frequently unrecognized. 

(3) Mikulicz’s syndrome is probably in no 
way associated with Mikulicz’s disease proper, 
and is only a local manifestation of a general 
disease, most often leukemia or lymphosarcoma. 
(4) Here, also, roentgen therapy offers ex- 
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cellent temporary results. Final results are de- 
pendent entirely upon the specific disease with 
which it is associated. 
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DISCUSSION (Abstract) 


Dr. R. H. Crockett, San Antonio, Tex—lI have now 
under treatment a case that is clinically Mikulicz’s dis- 
ease. In January, 1934, both submaxillary glands en- 
larged as though the patient had mumps. Four months 
later, in May, the patient came to me with one sub- 
maxillary about an inch in diameter and the other about 
one-half inch in diameter. The swelling had gone up 
and down ever since it had first appeared, but never 
entirely regressed. I considered that some sort of 4 
subacute infection was present and advised x-ray ther- 
apy. I gave her 102 P. Kv., 5 ma., 3 aluminum filter, 10 
inches distance, four minutes, every two weeks. After 
the second treatment, I increased the time to six min- 
utes, which produced a much better regression in the 
size of the glands than the four-minute time. Six min- 
utes on my machine, with this set-up, equals approxi- 
mately 200 R units, and is about one-half of an 
erythema. 

After eight x-ray treatments, the glands have gone 
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down to almost normal in size, with absence of all pre- 
vious pain. In the center of each treated area there 
is still a small cheesy nodule, about 10 per cent of the 
original size of the gland. I am now slowing up the 
x-ray treatment to once a month. 


Dr. R. T. Wilson, Temple, Tex—lIt has not been my 
privilege to have any experience with this rare condi- 
tion which Dr. Hodges discusses. It is another illustra- 
tion of the ever enlarging field of radiation therapy 
which we as radiologists are facing, and simply serves 
to teach us that we should be alert to the possibilities 
in all these infectious and inflammatory diseases. When 
one reviews the long list of inflammatory processes that 
have apparently been successfully treated by radiation, 
he is amazed with the scope of its application. The 
warning which we should observe is that we will not 
fall into the error of regarding radiation as a cure-all 
and attempt to apply it where it is not indicated. 
However, on the other hand, one is tempted, when 
meeting some new or strange situation, to give radia- 
tion a trial, especially in diseases where other therapy 
has not proven satisfactory. 


Dr. C. P. Rutledge, Shreveport, La—TI have seen and 
treated three cases of Mikulicz’s disease within the past 
fifteen years. In none of these patients could we 
establish a diagnosis of Hodgkin's, leukemia or lympho- 
blastoma, so they were classified as Mikulicz’s and given 
x-ray therapy with good results. 

I should like to ask Dr. Hodges if any of his cases 
showed a ptosis of the eyelids. I had one such case 
which was thought possibly to be a syphilitic, but all 
tests for syphilis were negative. 


MALIGNANCY OF THE UPPER MAXILLA* 


By Homer Dupuy, M.D.,7 
New Orleans, Louisiana 


Our Charity Hospital records give very vague 
and unsatisfactory data of the treatment em- 
ployed in the last twenty-five years for ma- 
lignancy of the upper maxilla. In our service we 
seem to have broken into an untried field within 
the last five years in this section of the country. 
Difficult problems have been encountered. We 


are trying to master them. My group of as- 
sistants is greatly encouraged by our results. 
Our slogan is, “No compromise with malig- 
nancy.” No less an authority than Dr. Blood- 
good, who observed some of our results, gave 
us inspirational words of praise. We thank him. 
This contribution is based on a series of 24 
cases. We present the following clinical, ana- 
tomical, microscopic, and surgical data. 


*Read in Section on Ovhthalmology and Otolaryngology, South- 
ern Medical Association, Twenty-Eighth Annual Meeting, San An- 
tonio, Texas. November 13-16, 1934. 

_ tSenior Visiting Surgeon, Department of Otolaryngology, Char- 
ity Hospital, New Orleans: Professor of Otolaryngology, Louisiana 
State University Medical Center. 
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The ages ranged from eight to sixty-five 
years. (The youngest, W. F., aged 8, had sar- 
coma of the antrum, recurrence, and died.) 
In our series of twenty-four cases three were 
not operated upon because of extensive regional 
adenopathy. These patients died, leaving twenty- 
one patients operated upon. Of this latter group 
five died, from recurrence with lymph node me- 
tastasis. Colored patients, females, predom- 
inated in numbers. Sixteen patients are still 
living after operation. 


DURATION OF 


Number Cases 


LIFE AFTER OPERATION 
Years Since Operation 
5 


Text-books and the medical literature have 
not stepped up to some of the clinical and sur- 
gical data already reported from our service, 
Charity Hospital. Our most important obser- 
vation gives definite evidence that malignancy 
of the upper maxilla, with its adjoining struc- 
tures, is extraordinarily tardy and late, in metas- 
tatic involvement of the lymph nodes in the 
neck. Is it due to a sparse supply of lymphatic 
connections? Or is it the type of tumor based 
on the histological features? We are not yet 
prepared to answer these questions. But facts 
are stubborn things, even when unexplained. 
With no regional adenopathy, surgery, and other 
measures already mentioned offer great possi- 
bilities for permanent cure. In our 24 patients 
the majority reported that the swollen cheek, 
alveolar and hard palate infiltration dated from 
six months to one year. Only in four patients 
did we observe extensive metastatic adenopathy. 
We considered surgery futile. Notwithstand- 
ing deep x-ray, and radium, no cures resulted 
in this group. 

Biopsies were done either preoperatively or 
by rush section at operation. 

All tumor tissue was referred to the Depart- 
ment of Pathology. 

Dr. Rigney D’Aunoy, pathologist, reports: 

5 specimens sarcoma 
19 specimens carcinoma 

With but three exceptions, all our patients 
showed dental disease, such as carious teeth, 
neoplastic tissue in the sockets of previously 
extracted teeth, or infiltration of the alveolar 
process. 

Many patients did have several upper teeth 
extracted on the affected side. The dental 
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Fig. 1 
Carcinoma alveolar process, hard palate, antrum. No pre- 
operative metastasis. Operation three years ago. No 
recurrence. 


trouble always formed part of the history, espe- 
cially among the negroes, in whom dental hy- 
giene is positively neglected. With the antrum 
always implicated in malignancy of the upper 
maxilla, we have been considering two routes 
of primary extension. One from the antrum, 
particularly when the upper premolar and molar 
roots, by anatomical anomaly, project into the 
antrum. Cancer cells may also travel by way 
of the blood and lymphatic vessels from the 
antrum into the dental structures. Vice versa, 
pathologic changes in or around the teeth may 
prove the irritation factor in the flare-up of 
possible latent cancer cells in the antrum and 
contiguous parts. Which is primary? That is 
the question. But we have, in our series of 
cases, obtained strong evidence, clinically and 
surgically, of a close association between the 
antrum and dental organs, in malignancy of the 
upper maxilla. 

Based on clinical findings and direct examina- 
tion during operation, we have classified five 
regional anatomical groups of malignant inva- 
sion of the maxilla. 

(1) Whatever parts were affected by carci- 
noma or sarcoma, there was always involvement 
of the antrum. 

(2) The majority of cases showed dental dis- 
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ease, such as carious teeth, tumor tissue in the 
sockets of extracted teeth, or infiltration of the 
alveolar process. 


(3) Some showed extension in the orbit, the 
roof of the antrum, partly forming the floor 
of the orbit, being destroyed by the large tumor 
mass in the antrum. 


(4) In some there was infiltration of the hard 
palate, usually associated with the same condi- 
tion of the alveolar (Fig. 1). 

(5) In one case the secondary invasion of 
the malar or zygomatic bone had already ex- 
tended to the temporo-mandibular joint. (De- 
spite radical surgery, this patient died from re- 
currence in the temporo-mandibular area.) 

We have been helped by this anatomical 
grouping in deciding what type of operation 
should be applied: partial or complete resection 
of the upper maxilla. 


SURGICAL CONSIDERATIONS 


In our series of cases the anatomical parts 
more frequently affected by the malignant inva- 
sion were: the antrum, alveolar process, and 
palatine process. Our surgical technic seldom 
includes removal of the malar bone or the frontal 
process. We usually practice a partial resec- 
tion of the maxilla. In two cases the eye itself 
and adjoining structures being involved, we 
enucleated the eye as part of our resection 
(Fig. 2). In our series the antrum always 


Fig. 2 
Carcinoma right antrum, one of group showing extension 
upper region. ration two years ago. No preopera- 
tive regional metastasis. No recurrence. 
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showed tumor tissue, usually with infiltration 
of the alveolar and palatine processes. This 
necessitated removal of the whole anterior wall 
of the antrum, the alveolar, and one-half of the 
hard palate. Resection of the upper maxilla is 


Fig. 3 
Partial resection maxilla, as described 
Showing average 


Sarcoma left antrum. 
in paper. Operated three years ago. 
cosmetic results. 


Fig. 4 
Sarcoma, left antrum. Operation three years ago. Showing 
mouth wound. No recurrence. No regional adenopathy. 
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accompanied by profuse bleeding. To cope with 
this ever-present complication of profuse bleed- 
ing, our first step is a tracheotomy, under local 
anesthesia. The breathing avenue established 
in the lower air tract removes the possibility of 
blood entering the upper and lower air pas- 
sages, with immediate or postoperative fatal 
asphyxia. Such an event must be considered. 
The suction apparatus or sponging cannot com- 
pare as a safety measure with massive gauze- 
packing of the whole pharyngeal and upper 
laryngeal areas. Such packing shortens the time 
of the operation. It allows deliberate control 
of the bleeding by ligature and pressure sponges 
in the field of operation. Immediately after 
the tracheotomy we give ether through a soft 
rubber catheter, by way of the tracheal cannula. 
With proper care and frequent cleansing of the 
cannula, we thus far have had no postoperative 
lung infections. 

As reported in the Southern Medical Journal 
for April, 1932, we used experimentally and suc- 
cessfully sodium amytal intravenously for gen- 
eral anesthesia in quite a number of these cases. 
We will report on our experience with this drug. 
Its administration requires training and ex- 
perience. 


Briefly, our operative technic is as follows: 
a triangular flap is obtained over the facial 
surface by two deep incisions to the bone, one 
horizontal, about one-half an inch below the 
lower eyelid; the other vertical, close to the 
outer side of the nose, from below the inner 
canthus to the lower margin of the anterior 


naris. This triangular flap is dissected and 


Dr. Sidney Tiblier, Visiting Dental Surgeon, Charity Hospi- 
tal, New Orleans, suggested and made a dental plate to 
cover mouth wound. Normal voice and food intake. 
Small fistula over cheek will be closed by a plastic. 
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pulled far below the alveolar process. We 
do the resection with large chisels, one-half 
to one inch in width. Rapid work is accom- 
plished with chisels. By this means the bone 
structures are removed as one total mass. Then 
begins the stage of greatest bleeding. We con- 
trol this with the galvano-cautery, and further 
apply it to any remaining tumorous tissue. Be- 
fore applying the cautery we surround the oper- 
ative field with water-soaked sponges. With 
this precautionary measure no ether accident 
has yet occurred. The facial surface flap is 
completely sutured. This accounts for our good, 
cosmetic results. Nasal tube feeding is em- 
ployed for a few days. The tracheal cannula 
is generally removed in one week. The large 
postoperative wound in the mouth is used for 
future dressings and the application of radium. 
One 50-mm. tube, 400 mm. hours, is inserted 
through the postoperative opening in the mouth. 
We apply radium several times at one-month 
intervals. 

We acknowledge the valuable cooperation of our 


staff: Dr. Spencer McNair, Dr. C. Pipergerdes, Dr. D. 
Palmisano, and Dr. Jeanne Roelling. 


DISCUSSION (Abstract) 


Dr. John T. Crebbin, Shreveport, La—Malignancy is 
no respector of persons or station. Young and old are 
affected alike. Unfortunately, this discase is greatly 
on the increase, and is far outstripping our feeble efforts 
to control it. No set line of treatment appears to have 
made a great impression. 


Doubtless, we have all tried various and sundry treat- 
ments for this disease. Surgery has been and is still 
being used by many with various results. X-ray and 
radium are also of incalculable value. The essayist’s 
records with surgery are better than mine, and better 
than the reports of other surgeons. 


Unfortunately, malignancy of the maxilla is seldom 
seen early, for this disease has usually progressed con- 
siderably before the patient applies for relief. 


In our Shreveport Charity Hospital Tumor Clinic our 
records show a ratio of four cases of carcinoma of the 
antrum to one of sarcoma. We have practically dis- 
carded surgery in most cases, using instead high voltage 
x-ray therapy, the Coutard method of protected frac- 
tional x-ray doses. 


This is heavily filtered x-rays. Each patient receives 
treatment every day for from fifteen to twenty-one 
days. Radium is used in some of our cases. However, 
the fractional x-ray doses are proving most satisfactory 
in our hands. 


Absolutely no line of treatment should be undertaken 
until a biopsy has been made. Early and energetic 
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treatment is then indicated if we hope to control this 
disease. 


Dr. Charles J. Boehs, San Antonio, Tex—I have 
seen very few cases of this type, and those were in the 
last stages. 

To my mind, the two outstanding features of Dr. Du- 
puy’s essay are first the fact that these malignancies are 
predominant in the negro race, and second, that the 
glands of the neck seem to be little involved in the line 
of metastasis. 


The essayist has demonstrated a step forward in the 
treatment of this form of malignancy. 


Dr. Joseph C. Beck, Chicago, Ill—There are several 
points on which I am at variance with Dr. Dupuy’s 
views. The main objection that I find in the work is 
the lack of presentation of the pathologic diagnosis of 
these neoplasms. It is not sufficient to say that a case 
was malignant and was sarcoma or carcinoma, but we 
must go into greater detail as to the type of cells pres- 
ent: in other words, the grade of malignancy that a 
particular biopsy or result of pathologic examination of 
the growth shows. 


In the light of modern therapy, both surgical and 
radiological, much of the present day thought along 
those lines is also omitted from the paper. This is 
probably due to the fact that Dr. Dupuy did not have 
the time to go into the details of this subject. I trust 
that when he publishes his paper he will include the 
findings and the treatment that was instituted in order 
to complete a very fine presentation of cases. 


The prosthetic portion of the work is really of the 
utmost importance and should be described in detail. 
Although we pcrsonally do not make these protheses, it 
is through our aid and insistence of their application 
that the patient is made happier after the radical opera- 
tion which cancer about the upper maxilla requires. 


Dr. William V. Mullin, Cleveland, Ohio.—As I listened 
to Dr. Dupuy’s paper, I made notes for my own in- 
formation and, like the two previous discussors, I had 
jotted down the value of ligating the carotid before op- 
eration. So far, the advantage of electrocoagulation has 
not been mentioned in handling these cases. I think it 
is an ideal method of dealing with them. I also think 
radium should follow all surgical procedures and that 
the antrum should be kept open for a year or more so 
that it can be thoroughly inspected on account of the 
possibility of any recurrence. 


Dr. Dupuy (closing) —In cases where radium and 
X-ray were applied before the case was referred to us, 
surgery was the final procedure. Patients referred to 
our clinic showed extensive regional malignancy. Why 
so few metastases of the contiguous lymph nodes? The 
type of tumor cell, its histological features, may be the 
answer to this question. With the assistance of Dr. 
D’Aunoy, pathologist of the Charity, we shall analyze 
these histological features and report in a future con- 
tribution. Our slogan, “No compromise with malig- 
nancy ;” surgery first, then radium and x-ray, post- 
operatively, has certainly in our series of cases given 
very encouraging results, 
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BONE TUMORS* 


By Rost. D. ScHrock, M.D.,+ 
Omaha, Nebraska 


The purpose of this presentation is to recount 
a limited experience in the diagnosis and treat- 
ment of bone tumors; to gain aid; to show 
reasons for some errors; to show reasonable in- 
compatibility between clinical and pathologic 
opinions, and to stress the concept that tissues 
in bone tumors, both benign and malignant, do 
vary in character as they may be influenced 
by biologic variations of their host. 

The bone tumor problem is that of new growth 
in mesenchymal tissues, and of these in the 
highly specialized salt-infiltrated structures. The 
answers to these abnormal cellular activities will 
be developed concurrently with the solution of 
the problems of new growth in soft tissues. 
Growth stimulating and inhibiting factors can- 
not be essentially different in these structures. 

A resumé of the present conception of the 
etiology of cancer may not be out of place. A 
final fcotnote is quoted from Egger’s Monograph 
on “The Etiology of Cancer.” 

“In a rather recent summary of his views, Auler ex- 
pressed the belief that cancer may result from a number 
of different mechanisms. Among these he included: em- 
bryonization of cells, cellular isolation which may result 
from anomaly, trauma, chemical irritation, senility, 
chronic inflammation, hormonal abnormality, etc., fac- 
tors of individual predisposition with, in his opinion, 
contributory to this an element of intestinal abnormality 
that results in intermediate products of polysaccharide 
digestion which in turn interfere with the cleavage of 
the monosaccharides; other elements such as increased 
alkalinity of the blood, a relative increase of potassium 
salts and an altered content of fibrinogen and globulin 
in the blood and anaphylactic disturbances affecting the 
nerve and hormonal supply to the part involved.” 

The early concepts of Cohnheim and Virchow 
combined in the more elaborate Fischer-Wasels 
presentation, are in accord with the present day 
theories of the cause of cancer. With so many 
physical, chemical and tissue variants the 1934 
concepts are all-inclusive. Theories are essen- 
tial to progress, insofar as they serve as deposi- 
tories for facts proven and presented by con- 
tentious scientists. Comtemplation of these con- 
tentions is stimulating. They may point to 
profitable detailed investigations in individual 
problem cases. 


*Read in Section on Bone and Joint Surgery, Southern Medical 
Association, Twenty-Eighth Annual Meeting, San Antonio, Texas, 
November 13-16, 1934. 

+Professor of Orthopedic Surgery, University of Nebraska Col- 
lege of Medicine. 
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Growth of tissue is accomplished through cel- 
lular activity normally under balanced physio- 
logic growth-restraining factors. With imbalance 
of growth restraint, general or local hyperplastic 
or hypoplastic changes occur. In certain gen- 
eralized skeletal dyscrasias definite vitamins and 
hormones are proven elements producing growth 
imbalance. This proof of causative factors and 
consequent therapeutic advance has _ resulted 
from intensive study and correlation of indi- 
vidual cases. 

In the field of bone pathology the set-up for 
this correlated study has been admirably made 
in the Registry of Bone Sarcoma directed by 
an outstanding committee of the American Col- 
lege of Surgeons. Kolodny’s study and mono- 
graph of the 700 cases available in 1927 is an 
excellent example of the opportunities offered 
by this centralizing activity. If 10 per cent of 
the bone tumors of the United States were re- 
corded in accurate detail the amount and quality 
of material would be tremendously increased. 
The diagnostic facilities of this organization can 
be more frequently utilized in attempts at more 
accurate diagnosis and for suggestions as to 
therapy, promising most for the patient. 

The classification of bone tumors offered by 
the Registry cannot be accepted by all clinicians, 
radiologists or pathologists. Doctors of medi- 
cine express their “rugged individualism” by in- 
sistance on modification, for better or worse, of 
any technic or classification to suit their per- 
sonal ideas or demands. Universal agreement 
on symptoms or terms would be Utopian. How- 
ever, this simple classification, carefully pre- 
pared by erudite, experienced clinicians and 
pathologists, serves well as a grouping into 
which may be placed all bone tumors, as they 
are now known. The system is sufficiently 
elastic to meet the needs as further knowledge 
may be acquired. It is understandable. For 
the present there is a common ground for in- 
telligible nomenclature. 

From the clinical standpoint there are bone 
tumors indubitably benign, and others as cer- 
tainly malignant. Between these groups is a 
great array of bone growths whose present ac- 
tivity is not discernible and whose future con- 
duct is hardly predictable. They are suspicious 
citizens of the community. Dr. Ewing’s “pre- 
cancerous” concept has a place here, as well as 
in epithelial structures. Early discovery of bone 
lesions is more difficult than finding of the early 
superficial lesions. 

It is the intermediate group in which greater 
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Fig. 1 
E. B. Ewing’s tumor, fibula. Circumference reduced 5}2 
inches by deep x-ray therapy. Later: metastasis and 
death. 


general experience is sorely needed. Analysis 
of the history and clinical findings, the x-ray 
studies and the microscopic examinations of ade- 
quate material should lead to combined opinion 
of value. Accuracy in diagnosis and effective- 
ness in therapy are directly in proportion to the 
carefulness, experience and judgment of the com- 
bined consulting group, clinician, pathologist and 
radiologist. 


RULES OF PROCEDURE FOR BONE LESIONS 
By Joseph Colt Bloodgood, M.D. 
(Rearranged with permission and apology) 
(1) Complete 
(a) History, personal and family 
(b) Physical examination, local and general 
(c) X-ray and clinical laboratory findings 


(2) X-ray study 


(3 


(a) Of all traumatized bone 

(b) Of single lesion, repeated and comparative in 
various planes 

(c) Of corresponding normal segment 

(d) Of other bones for multiple lesions 

(e) Of chest and pelvis for early metastasis; also 
lateral of skull; teeth 

(f{) Therapy early, if necessary as a time-killer, if 
suspicion of malignancy (200 Kv. machine) 

(g) Therapy discontinued if beneficial resuits not 
evident in two to three weeks 

Clinical laboratory study 

(a) Temperature at regular intervals over adequate 
period 

(b) Urine, especially for Bence-Jones bodies and 
excess calcium content 

(e) Blood counts, complete and at intervals 

(d) Blood Wassermann 

(e) Blood chemistry to include sugar, serum Ca 
and P and phosphatase 

(f{) Metabolism studies 


(4) Bone tumor biopsy 


(S 


) 


(a) Rarely, if ever, an emergency 

(b) Not permissible where facilities for preparation 
of material not available 

(c) Desirable to have pathologist and radiologist in 
attendance 

(d) Technic; aspiration (Martin and Ellis), (Stew- 
art). Excision of adequate material 

(e) In dubious cases, opinions from consultants of 
wide experience (Registry of Bone Sarcoma) 


Attitude of physician toward patient 


(a) Artistic approach in methods of obtaining op- 
portunity for adequate study. 

(b) Avoid expression of opinions until definite plan 
of action can be determined. 

(c) Avoid mention of surgery or possible amputa- 
tions until adequate mental preparation of the 
patient is accomplished. 

(d) Avoid activity of patient by rest in bed; or 
splints and sling for upper extremity and 
crutches for lower 


Fig. 2 


K. K., aged 24. Giant cell tumor, metaplastic. 


Malignant changes postoperative. Amputation. 
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Few clinical men are now without the facil- 
ities for accomplishing the major part of the 
indicated investigations. Most pathologists are 
less familiar with the intimate alterations in 
bone than in soft parts. Difficulties of prepara- 
tion and interpretation are greater. The more 
involved technical work and the highly special- 
ized radiation therapy need be placed in com- 
petent hands. The more modern accurately cali- 
brated x-ray machines are required for adequate 
dosage. Stimulation of tumor growth is not 
uncommon from low dosage. The biologic re- 
action of the individual patient to irradiation is 
a variable factor to be evaluated by the radio- 
logist with increasing experience in therapeutic 
dosages. Radiation therapy has reached the 
stage of exactness in unit measurement, and to 
this exactness clinicians must be sensitive. 


From the therapeutic angle is to be deter- 
mined a choice of attack between surgery, x-ray 
and radium. In bone tumor therapy the use 
of radium is rendered more hazardous by the 
incompletely closed wound and the added danger 
of infection. The advantage of radium over 
x-ray is not proven. In many of the radio- 
sensitive tumors x-ray therapy offers as great 
a chance of success as surgery. In general the 
benign tumors are surgical; also in the inter- 
mediate group where total excision can be accom- 
plished without production of great dysfunction, 
surgical removal is better. In very early small 
malignancies where continuity of bone can safely 
be maintained, surgery is preferable. In the 
more advanced malignant cases trial by x-ray is 
the method of choice, with amputations reserved 
for the relief of pain and continuation of limited 
activity by the patient. 

Increasingly improved irradiation technic with 
greater experience on the part of the radiologist, 
is now swinging therapy a little to its side. How- 
ever, we can hardly hope for a great benefit 
except in those tumors, highly vascular and of 
marked embryo-like cellular structure. The ef- 
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Fig. 3 
W. R. M., aged 25. Giant cell tumor, complicated by pathologic fracture. 
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fect of x-ray is essentially to produce sclerosis 
of capillaries and hasten the over-ambitious 
embryonal cell to the stage of judicious and in- 
active senility. 

This study is based on 64 patients personally 
observed. The records and examinations, both 
clinical and pathologic, fall far short of the re- 
quirements suggested by Dr. Bloodgood. The 
results are probably comparable to those of 
clinics and teaching hospitals hampered some- 
what by lack of personnel and adequate en- 
dowment. 

In our group of malignant tumors there are no 
patients alive beyond three years; those with 
Ewing’s tumors have died within two years or 
less; three giant cell tumors have shown ma- 
lignant changes after operative attack; one of 
these was suspicious in the biopsy specimen. In 
two simple bone cysts and one benign giant cell 
tumor, where removal would produce great dys- 
function, immediate bone grafting operations 
have been performed. 
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SURGICAL MANAGEMENT OF DESTRUC- 
TION OF THE COMMON BILE DUCT 
WITHOUT BILIARY FISTULA* 


By FerDinanp P. Herrr, M.D., F.A.CS., 
San Antenio, Texas 


Continuance of life for any considerable 
length of time, in the face of complete interrup- 
tion of common duct patency without either 
internal or external biliary fistulae, or secondary 
ducts, is a medical rarity. Cameron and Oakley 
have recently published an extensive review of 
experimental ligation of the common bile duct 
in animals. The sequence of such section is 
stasis, distention, vascular disturbance, sclerosis 
and parenchymal atrophy. Although this ob- 
servation is based upon animal experimentation, 
to a great extent we may apply its principles 
to the human. If the flow in the common duct 
is interrupted the subject suffers in three def- 
inite ways: 

(a) There is interference with digestion and 
assimilation due to absence of intestinal bile, 
also of pancreatic juice, provided the ampulla 
is destroyed. 

(b) There is interference with intrinsic liver 
functions, due to pressure and parenchymal 
atrophy. 

(c) There is toxic irritation of the viscera 
by the high icterus index. 

There is also a possibility of secondary septic 
processes. 

Most animals die promptly after such liga- 
tions, although one rat lived 338 days after the 
duct was tied. It was found, however, that in 
this animal the common duct had enlarged to 
form a sac as large as a tangerine. Apparently 
in those cases where there was no formation of 
such receptacles death ensued earlier. The above 
mentioned saccular enlargement probably served 
as a cesspool for the bile, thus affording a type 
of drainage. It is possible, however, that rarely 
a balance results in the trinity of bile secretion, 
bile absorption by the blood, and bile elimina- 
tion from the blocd, as indicated in the case 
we report. 

The presence of fistulae alters the situation. 
External fistulae do not bring up the problem 
of parenchymal atrophy and bile toxicity, but 
merely concern us with inanition as a result of 


*Read in Clinical Session, Surgical, Southern Medical Associa- 
tion, Twenty-Eighth Annual Meeting, San. Antonio, Texas, No- 
vember 13-16, 1934. 
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digestive disturbances, and perhaps with septic 
upheavals. Fistulae into the stomach or intes- 
tine may restore a fairly normal physical ar- 
rangement and may spell cure, except for the 
ever-present danger of ascending cholangeitis. 
Common duct restoration, of course, can be 
made more dependable if it is feasible to employ 
the ampulla cf Vater as our point of entrance 
into the bowel, although this possibility is usu- 
ally eliminated when we are dealing with neo- 
plasms. 

The case we present is of interest because 
before restoration our patient had lived for 
nearly seven years without the secreted bile’s 
having egress from the hepatic duct except 
through blocd absorption; because of the seem- 
ingly perfect result 30 months after reconstruc- 
tion, despite the fact that most authorities con- 
demn the simple operation employed; and, 
finally, because of the demonstration that ap- 
parently recovery was made, although the vis- 
cera had been punished to an apparently irre- 
parable degree. 

There are several general methods of restora- 
tion of bile duct function where cholecystectomy 
has previously been done: 

(a) Utilization of an external fistulous tract 
by transplanting the duct into the duodenum. 

(b) Anastomosis of the proximal duct end to 
an intestine or to the distal duct end. 

(c) Plastic tubular reconstruction of the duct, 
using gastric or peritoneal flaps. 

Mobilization of the duodenum, allowing a 
direct or a distal duct anastomosis to the hepatic 
or remaining portion of the common duct, seems 
to be the method cf choice. Still, there are cases 


Fig. 1 
Hepatic and duodenal duct ends have been opened. Mold- 
ing tube being inserted. 
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Fig. 2 


Molding tube being implanted. Fixation string shown, 


where such an anastomosis is not feasible due 
to the impossibility of mobilizing the duodenum 


properly. An attempt at union under these 
conditions would produce tension and a bad re- 
sult. We believe that under the above men- 
tioned circumstances, or when we have a patient 
who is in extremis, the simple expedient of 
carrying wide folds of the gastrohepatic omen- 
tum over a molding rubber tube must be con- 
sidered. This statement applies particularly to 
traumatic destruction of the common duct where 
the ampulla remains accessible and usable and 
the patient still enjoys the use of his pancreatic 
juice. 
CASE REPORT 


In 1924, Mrs. R. A., aged 60, after recurrent attacks 
of biliary colic, was operated upon for stones and em- 
pyema of the gallbladd-r. Cholecystectomy was done. 
Previously she had never suffered jaundice. Three days 
later intense pain and jaundice began. The latter be- 
came marked and continued until our duct reconstruction 
seven years later. The wound drained no bile; the 
stools became acholic; pain was almost constant with 
paroxysmal exacerbations; loss of weight was steady; 
the urine was coffee-colored; and weakness was progres- 
sive. Presumably the patient had suffered accidental 
operative trauma of choledochus communis. Considered 
too bad a surgical risk for reconstructive work, she was 
not operated upon until 1927, when she developed in- 
testinal obstruction with a mass in the right upper 
quadrant. Her abdom<n was opened and intestinal ob- 
struction relieved. Jaundice and acholic stools con- 
tinued. It is questionable whether there was bile leak- 
ave following this laparotomy, but even if there was, 
the drainage fistula closed entirely in three months. 
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From then until May 14, 1932, the patient remained 
fistula-free, declined progressively and came under our 
care showing the following picture: 

Extreme asthenia and emaciation (she had lost forty 
pounds); rapid, thready pulse; temperature subnormal 
to subfebrile; cardiac action weak; and blood pressure 
88/62. Urinalysis showed: granular and hyaline casts, 
heavy bile, pus and albumin. The hemoglobin was 58 
per cent, red cells 2,500,000, white cells 4,500 with 
mononuclears predominating. She was so jaundiced as 
to be mahogany colored; the sclera were brown; icterus 
index was 80; and blood sugar 80. Stools were com- 
pletely acholic. The patient was unable to raise her 
head from her bed. She presented a large inoperable 
postoperative ventral hernia. 

Against our better judgment we operated (under 150 
mg. spinal procaine hydrochloride anesthetic). Diffuse, 
dense adhesions massively plastered part of the stom- 
ach, duodenum, colon and omentum to the under sur- 
face of the liver. The duodenum resisted all reasonable 
efforts at mobilization. With difficulty we encountered 
the edge of the foramen of Winslow. Toward the liver 
we felt a slight bulbous enlargement of the hepatic end 
of the duct, which we aspirated, encountering bile. The 
distal end of the severed duct was palpable, but not 
dilated. Again we aspirated, drawing out pancreatic 
juice. We opened the distal and proximal duct ends thus 
demonstrated. These free openings were found to be 
134 inches apart. Into these two respective openings 
we inserted the ends of a 14-inch external diameter 
rubber molding tube, midway to which was fastened a 
fixation string consisting of a strand of silkworm gut 
passed through a small segment of the upper surface of 
the tube’s circumference. The two free ends of this 
silkworm gut were temporarily clamped by a hemostat. 
Care was taken to carry one end of the tube as high up 
into the hepatic duct as possible and the other end 


Fig. 3 
completed. Fixation string being carried 
through drainage tube. 
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Fig. 4 
Fixation string ends bow-knotted externally over segment 
of rubber tube. 


Fig. 5 
Fixation string being withdrawn followed by removal of 
drainage tube. 


down into the distal end of the common duct, so that 
it penetrated through the ampulla into the duodenum. 
We then passed interrupted No. 1 chromic catgut su- 
tures into the gastrohepatic omentum, each suture en- 
tering and emerging respectively on opposite sides of 
the molding tube, our needles being inserted well away 
from the tube in order to insure wide flaps. Flap 
edges were scarified, sutures tied and a satisfactory re- 
construction resulted. The fixation line ends were then 
carried through a 5/16-inch drainage tube which led 
out through the closed incision. The end of the pro- 
truding drainage tube was split lengthwise, forming a 
fork into which a section of large soft rubber tubing 
was placed perpendicularly across the incision line. 
Over this latter tube the silkworm gut ends were bow- 
knotted. 


The patient was very ill for four days. On the fifth 
day some color appeared in the stools. On the tenth day 
the urine grew lighter, quantity greater; casts and albu- 
min lessened; the sclera and skin surface were less jaun- 
diced. The patient improved rapidly, developed an ap- 
petite, had very light pains and at the end of two 
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weeks had normal bowel movements. The sclera and 
skin had markedly cleared and the urine assumed a 
nearly normal state. After twenty-one days the patient 
was entirely convalescent. The fixation line and drain- 
age tube were then withdrawn. The wound was closed 
without biliary leakage. Final recovery was unevent- 
ful and the patient enjoys normal health thirty months 
after reconstruction. 

Although the stools were diligently searched, the mold- 
ing tube was not found; but unquestionably this tube 
passed out through the bowels, since it was roentgeno- 
logically shadow-casting, and several skiograms failed 
to reveal its presence. 


CONCLUSIONS 


(1) There is no set rule for surgical manage- 
ment of a destroyed common duct. Each case 
is a law unto itself. Procedures depend upon 
personal judgment, and methods condemned by 
one may prove effective in the hands of others. 


(2) Admittedly, approximation of the severed 
duct end to the gut, or duct end to duct end, 
is the ideal method, but the laws of tension must 
at all times be respected, for which reason both 
fistula transplantation and tube enfolding are 
occasionally indicated. 


(3) Success in the invaginated tube technic 
depends upon: 


(a) Preservation of endothelium covering the 
field upon which the tube is to be implanted. 


(b) The use of a comparatively large, bar- 
ium-treated, non-collapsible, pliant, molding 
tube. 


(c) Wide interrupted stitches, not too many. 
(d) Thorough scarification of flap edges. 


(e) Fixation of invaginated tube for at least 
three weeks. 

(4) This case is unique because the patient 
lived over seven years without biliary drainage 
except for a possible interval of three months. 
Nature had apparently balanced bile secretion, 
absorption of bile by the blood, and elimination 
of bile from the blood. 
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EMPYEMA IN CHILDREN 
WITH AN ANALYSIS OF 103 CASES* 


By J. M. Mason, M.D., 
Birmingham, Alabama 


The 103 cases of empyema embodied in this 
report, embrace all empyema cases treated in 
the Children’s Hospital and in the children’s 
wards of the Hillman Hospital from January, 
1929, to September, 1934, except nine cases 
from the Children’s Hospital during January, 
February and March, 1929, which were included 
in a previous report from that institution. 

The cases were so evenly divided in number 
between the two hospitals and are so closely 
parallel in all statistical respects that they will 
be reported together. 


Table 1 


ADMISSIONS BY MONTHS AND YEARS 


1929 1930 1931 1932 1933 1934 Total 
2 2 


January 
February - 


or ON NK Uw 


September 
October 

November 
December 


1 
2 
0 
1 
1 
3 
0 
1 
0 
1 
0 
1 


Slam 


18 


- 


Totals 


By reference to Table 1 it will be noted that 
the cases have varied very little in number 
from year to year, and that the incidence of the 
disease has been greatest in the winter and 
spring months. For some unexplained reason, 
males have outnumbered females almost two to 
one, and this difference was noted in the series 
which I' reported in 1929. 


Table 2 
COLOR AND SEX 


Colored 
Males 9 
Females 5 


Total 
Males 67 
Females 36 


Whites 
Males 
Females 


Total whites Total colored 14 103 


The Children’s Hospital has no beds for col- 
ored patients, but at the Hillman Hospital, 
with accommodations for both white and col- 


*Read in Section on Surgery, Southern Medical Association, 
aa Annual Meeting, San Antonio, Texas, November 
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ored patients, there were 34 white and 14 col- 
ored patients. 


The cases have, for the most part, followed 
some type of pneumonia, associated frequently 
with influenza, measles, or pertussis. Two re- 
sulted from foreign bodies in the bronchi; at 
least one from a lung abscess; two followed 
acute gangrenous appendicitis, one of these prob- 
ably, and one certainly associated with sub- 
phrenic abscess; one resulted from septicemia 
originating in an infection on the lip. 

Reports on cultures showed: pneumococci, 
41; streptococci (various), 11; Staphylococcus 
aureus, 6; Pfeiffer bacillus, 1; colon and other 
organisms from the intestinal tract, 2; sterile 
cultures, 23; no reports, 19. 


Table 3 


PRIMARY ILLNESS 
Acute respiratory infections 

Foreign bodies in bronchi. 

Acute appendicitis with subphrenic abscess 
Septicemia from infection on lip 


BACTERIOLOGY 


Streptococci 

Staphylococci 

Pfeiffer bacillus 

B. coli with B. pyocyaneus and Staphylococcus aureus 
Sterile cultures 

Unreported 


Some idea of the serious economic loss from 
empyema may be gained from a consideration 
of the fact that the average period of illness of 
these patients before admission to the hospital 
was 23 days, and that the average hospital con- 
finement was 50 days. To this must be added 
an indeterminate period of impairment before 
complete restoration to health. 

It is a distinct tribute to hospital efficiency 
in diagnosis to note that, in those cases where 
empyema developed in the hospital the average 
time from the beginning of illness to diagnosis 
of empyema was 18 days; whereas, in the cases 
which were admitted with a diagnosis of em- 
pyema, the patients had been ill 32 days. 

Thirteen cases did not reach the surgical serv- 
ice; since, for the most part, they were mori- 
bund or in the terminal stage of some acute 
illness when admitted. All of these died except 
one, which recovered after aspiration. These 
cases will be excluded from further discussion, 
and we have for consideration a series of 90 


| 
97 
2 
1 
2 12 — 
14 103 
21 
15 
9 
0 11 
ae 0 1 
3 
8 19 : 
ica. m 103 103 
31 


220 SOUTHERN MEDICAL JOURNAL March 1935 


cases treated surgically, with eight deaths, a 
mortality rate of 8.8 per cent. 


Table 4 
| 
2s > 
| de | 2) 3, 
Type of Operation 3 sf | 32 o Sa 
Rib resection 62 32 5 8.05 
Closed operations 27 35 6 3 $1.1 
Aspiration alone 1 0 0. 
Total cases 90 8 8.8 
MORTALITY IN CHILDREN UNDER THREE YEARS OF AGE 
In the first year of life Cases 5 Deaths 2 40 
In the second year of life Cases 10 Deaths 2 20 
Under three years of age... Cases 29 Deaths 7 24.1 
Under two years of age Cases 15 Deaths 4 26.6 
Under one year of age Cases 5 Deaths 2 40 
TYPE OF ANESTHETIC EMPLOYED 
Local - 76 General 


Sixty-two cases were treated by open opera- 
tion with rib resection, with five deaths, a mor- 
tality rate of 8.05. The average period of tube 
drainage was 32 days. Twenty-seven were 
treated by closed trocar-cannula types of oper- 
ation, with three deaths, a mortality rate of 
11.1. The average period of drainage was 35 
days, and there were six secondary rib resec- 
tions. One case recovered after aspiration. 

A high death rate in young children has al- 
ways been noted in empyema, and, of the eight 
deaths in this series, seven were in children 
under three years of age. The rates for these 
early years were as follows: 

In the first year of life the mortality was 40 per 
cent (5 cas:s, 2 deaths) 

In the second year the mortality was 20 per cent (10 
cases, 2 deaths) 

Under three years, 24.1 per cent (29 cases, 7 deaths) 

Under two years, 26.6 per cent (15 cases, 4 deaths) 

Under one year, 40 per cent (5 cases, 2 deaths) 


Viewed from any angle, these death rates 
compare favorably with any other reports with 
which I am familiar, and are far lower than 
have been observed by many others. 

Some of the factors to which I am inclined to 
attribute favorable results are: 

(1) There were no “early open operations,” 
and, in fact, no early operations of any sort if 
we except aspirations. It will be noted that 
the cases which developed outside the hospital 
had been ill 32 days, and that those developing 
in the hospital were ill 18 days before empyema 


was diagnosed; and that in all cases it was 
established by aspiration, that the “thick pus 
stage” had been reached before operation was 
undertaken. 

(2) The use of local anesthesia, which was 
employed in 76 instances. With the prelim- 
inary administration of barbiturates and opiates, 
nervousness and apprehension are allayed, and, 
under infiltration with procaine hydrochloride, 
rib resection, intercostal incision, or trocar- 
cannula closed operations can be carried out 
without pain. 

(3) The emplcyment of open operation, with 
rib resection and tube drainage in more than 
two-thirds of the cases. From the mass of con- 
fusing suggestions and plans and claims for 
treating empyema, three papers have appeared 
within the past two years, from widely separ- 
ated sections of the country, wherein the authors, 
after discussing empyema from every standpoint, 
conclude that the best method of treating acute 
empyema is an open cperation with rib resec- 
tion, carried out at the proper time. The 
authors of these papers are Graham and Berck? 
of St. Louis; L. Wallace Frank,’ of Louisville, 
and Carlson and Bowers,' of Minneapolis. 

Graham” expresses his position very clearly 
when he says: 

“After trial of various procedures, we have become 
convinced that the most satisfactory method of treating 
a case of acute empyema after it has really become an 
abscess is to drain it by an open drainage, and, in our 
experience, the most effective way to accomplish ade- 
quate drainage at this time, is by the resection of a por- 
tion of a rib at the most dependent part of the empyema 
cavity. 

I am in full agreement with this opinion. 

He further says: 


“If care is taken to avoid the creation of an open 
pneumothorax during the formative period of an em- 
pyema, it makes practically no difference, so far as 
mortality is concerned, whether the case is treated con- 
tinuously by some form of closed drainage or by the 
institution of an open drainage after a true empyema, 
that is, a true abscess, is present.” 

I can hardly subscribe to this, for, in addi- 
tion to the evidence of the inadequacy of the 
drainage as shown by the frequent necessity 
for secondary rib resections, which inadequacy 
must add something to the sepsis from which 
the patient is suffering and which may be the 
turning point in the outcome of a given case, 
there is abundant evidence from many sources 
of the higher mortality attending the closed 
types of operation. For example, Rienhoff and 
Davison® report from the Johns Hopkins Hos- 
pital a 50 per cent higher mortality in children 


| 


Vol. 28 No.3 


under two years of age in closed operations than 
when open operation with rib resection is em- 
ployed. 

In the present series the closed operation 
showed a higher mortality, a Icnger period of 
convalescence, and, in certain instances, inade- 
quate drainage, as evidenced by the necessity 
for six secondary rib resections. 

Practically all patients were aspirated, some 
of them repeatedly, and a few had air replace- 
ment. Only two recovered, or showed any tend- 


ency toward permanent improvement, one in 
the medical service and one on the surgical side. 
In one instance the culture was sterile, and in 
the cther a staphylococcus was found. 


Some of the closed operations were combined 
with the tidal irrigation method of Hart.° I 
consider this of distinct help in closed opera- 
tions, as the pus is diluted avd the fibrinous 
flakes are dissclved and more easily evacuated. 
The apparatus is rather complicated, and is 
quite unnecessary in the treatment cf empyema 
in children. 

In this series of 90 cases, 31 were under my 
personal care, with one death, a mortality rate 
of 3.22 per cent. All were treated by rib resec- 
tions and tube drainage except one, which re- 
covered following aspiration. My further ex- 
perience in the treatment of empyema in chil- 
dren consists in 25 of the 40 cases which I 
reported! from the Children’s Hospital before 
the Scuthern Surgical Association in 1929. 

The general plan of treatment which I have 
formulated is as follows: 

(1) After physical examination stereoscopic 
x-ray plates are made in all suspected empyemas, 
In encysted empyema, with single or multiple 
pockets, this is essential for accurate localiza- 
tion. 

(2) Aspiration is carried out to ascertain the 
nature of the fluid, and to be certain that no 
case is subjected to operation until the ‘thick 
pus stage’’ has been reached. 

(3) Rib resection with tube drainage is car- 
ried out under local anesthesia unless there is 
some special reason for employing a_ general 
anesthetic. 

(4) The tube should be of large. calibre, not 
stiff, not too long, and placed at the most de- 
pendent part of the empyema cavity. It should 
be so fixed to the edge cf the wound that it will 
not slip out of or into the cavity. I would 
here warn against the use of tubing that is old 
or rotten. I have known this sort of tubing 
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to tear off at the point where it has been at- 
tached to the wound by suture or a pin, and to 
escape into the pleural cavity, with great annoy- 
ance to the surgeon and discomfort to the pa- 
tient. 

(5) Irrigation is not employed except for 
some special indication, and the wound is cov- 
ered with a copious dressing of dry gauze. This 
should be changed as often as soiled. During 
the first 24 to 48 hours this will be frequently 
necessary; after which time, if drainage has been 
efficient, a change will rarely be needed more 
than once in 24 hours. 


After operation the tube may remain undis- 
turbed for from 7 to 10 days; after this it 
should be changed daily, and its length and 
diameter diminished to conform to the needs of 
the lessening size of the abscess cavity. 

(6) When a tube has been placed in an em- 
pyema cavity, whether by open operation or by 
a closed procedure, it is incumbent upon the 
attendant to maintain continuous, unobstructed 
drainage until the cavity is obliterated. The 
progress of obliteration can be well observed by 
the frequent use of the x-ray. Our own prac- 
tice is to make fluoroscopic examinations about 
once a week and to obtain stereoscopic plates 
every two weeks in cases which are slow in 
healing. 

It not infrequently happens that a patient 
who has been convalescing with a temperature 
practically normal suddenly becomes acutely ill 
with rapid rise of fever. This is a signal for 
careful checking of the tube to see that it is not 
clogged with secretions. X-rays should be made 
to assure one that there are no additional 
pockets, no fresh pneumonic areas, no develop- 
ment of bilateral empyema, and no damming up 
of secretions below the level of the drainage 
opening. If no interference with drainage is 
discovered, complications must be looked for, 
and, in the case of children these will often be 
found in the intestinal tract cr in the middle 
ear. 

Likewise, if a rise of temperature occurs after 
removal of the drainage tube it is usually a sign 
that it has been removed too early and must be 
replaced unless some other definite cause for 
the rise can be discovered. 

Furthermore, when a pleural abscess has been 
drained and the temperature does not show a 
definite tendency to subside, other areas of 
encysted empyema should be sought for, since 
recovery will be delayed until each pocket has 
been drained. 
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Two cases of this series have shown so many 
interesting features that they are deemed 
worthy of special report, and are here presented: 


Case 1, Multiple Encysted Empyema Pockets.—F. M., 
a white male, aged 9, Hillman Hospital No. 81199, was 
admitted January 1, 1934, with diagnosis of empyema, 
which followed pneumonia beginning four weeks previ- 
ously. 


Stereoscopic x-rays showed a large shadow continuous 
with that of the heart and extending far to the right 
of the sternum. This was thought to be due to a 
pericardial effusion. Another shadow with two curved 
borders occupied the upper part of the right chest, but 
leaving a clear area toward the periphery of the lung. 
On examination of the stereoscopic plates, it was found 
that the shadow extended well out to the posterior 
aspect of the chest at the apex, and that it seemed to 
overlap the heart shadow in front and toward the 
median line. This we diagnosed as encysted empyema. 
On January 6 the chest was aspirated, the needle en- 
tering posteriorly in the second interspace between the 
angle of the rib and the border of the scapula. Pus 
was obtained, which showed a pneumococcus on culture. 
At the same time paracentesis pericardii was carried out, 
but no fluid was obtained. 

On January 8, the second rib was resected at the apex 
of the axilla and tube drainage was instituted. This was 
followed by a moderate drop in temperature for a short 
time, when the fever again rose and the child continued 
very ill. 

Further x-ray studies showed that the apex was clear 
and that the broad shadow over the cardiac area had 
cleared over the upper but not over the lower portion. 

We became convinced that there must be another 
collection of pus somewhere in this dark area. On Feb- 
ruary 1, pus was located deep in the center of the 
shadow, and rib resection with tube drainage was insti- 
tuted. The temperature still did not respond satisfac- 
torily, and on February 8 the wound was enlarged 
and another pocket was located still deeper and lower 
down. Following this operation improvement was 
rapid. 

Fig. 3 shows the chest with three tubes in situ. 


Fig. 1, Case 1 


On admission. Broad shadow in region of heart. Shadow 
of empyema at right apex. 


Fig. 2, Case 1 


Tube in apical empyema pocket. Upper part of mediastinal 
shadow clearing. 


Fig. 3, Case 1 
Tubes in three empyema pockets. 


Fig. 4, Case 1 
Final result. All tubes have been removed and all 
cavities have been obliterated. 
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On March 23, after having been drained 72 days, the 
cavities were completely obliterated and the patient was 
discharged cured, and has remained well. 


Case 2, Acute Appendicitis, Spreading Peritonitis, Sub- 
phrenic Abscess, Empyema.—B. L. C., a colored female, 
aged 12, Hillman Hospital No. 84136, was admitted on 
August 12, 1933, with a diagnosis of acute appendicitis 
of six days’ standing. Immediate operation revealed a 
gangrenous appendicitis with spreading peritonitis. 

Eight days later a diagnosis of empyema of the right 
pleura was made. Aspiration revealed pus containing 
colon bacilli and other organisms usually found in sup- 
puration from the intestinal tract. It was assumed that 
this empyema was associated with subphrenic abscess, 
but x-ray study did not reveal any evidence of perfora- 
tion or rupture of the diaphragm, and, at operation, 
no connection could be demonstrated between the pleural 
cavity and the subphrenic area. On August 24, rib re- 
section with tube drainage was carried out, The pa- 
tient made a complete recovery from the appendical 
operation, and after drainage of the pleural cavity for 
97 days was discharged as cured on December 7, 1933. 

She was readmitted on January 27, 1934, and dis- 
charged March 5, 1934; was again in the hospital from 
April 25 to May 3; and again from June 13 to July 
28, each time with reaccumulation of pus in the pleural 
cavity, and each time having the old wound reopened 
and a tube replaced. 

Fig. 5 shows the appearance of the chest when the 
empyema was first diagnosed. 

Fig. 6 shows the appearance of the chest on one of 
the readmissions, with the cavity injected with lipiodol. 

On September 19, 1934, she was again admitted, and 
came into my hands. At this time the temperature was 
105°, and x-ray revealed a shadow occupying the region 
of the cavity seen in Fig. 2. A long spur was noted, 
also, growing from the end of the resected rib (Fig. 7). 


Fig. 5, Case 2 
Appearance of chest when diagnosis of empyema was made. 
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On September 20, I resected the rib above the one 
formerly resected and entered a circumscribed cavity 
which extended to the lower border of the second rib. 

In resecting the spur from the originally resected rib, 
it became necessary to resect the rib below this, and in 
so doing an abscess cavity entirely separate from the 
one already opened was found extending downward and 
forward almost to the costal cartilages. It was diffi- 


Fig 6, Case 2 
Empyema cavity injected with lipiodol. 


Fig. 7, Case 2 


Appearance of chest on admission September 19, 1934. 
Note shadow in outer aspect of right pleural cavity. 
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Fig. 8, Case 2 
Small shadows of lipiodol in pleural abscess and in  sub- 
phrenic abscess three weeks after operation. These 
abscesses have now completely healed. 


cult to identify the bridge of tissue which separated 
these two abscesses, but it was cut away so as to con- 
vert the two cavities into one. Microscopic sections 
showed it to contain muscle fibres, thereby identifying it 
as the diaphragm. 

The cavities were nacked with vaseline gauze and the 
patient has completely recovered. 

Fig. 8 shows all that remains of the upper and lower 
pockets of the two cavities three weeks after operation. 

Rapid closure cf an empyema cavity may 
sometimes be obtained, but is not to be expected. 
The average duration of tube drainage in this 
series was 33 days. 

Children may, with advantage, be allowed to 
get out of bed as soon as they feel equal to it, 
provided there are no circulatory or cther com- 
plications. 

If one is assured that patients will return 
regularly to the office or out-patient department 
for dressing, they may be allowed to leave the 
hospital much earlier than has been permitted 
in this series. No patient, however, should be 
allowed to leave the supervision of the surgeon 
until the tube has been out of the pleural cavity 
for several days with no recurrence of symp- 
toms, ard until x-ray examinations show that 
the cavity has been obliterated. 
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Discussion follows paper of Dr. Donald, page 229. 


EMPYEMA: RIB RESECTION WITH OPEN 
DRAINAGE VERSUS THE NON- 
OPEN Me THOD* 


By D. C. Donxatp, M.D., 
Birmingham, Alabama 


For the past one and a half decades the cur- 
rent literature on empyema has placed much 
emphasis on the mode of treatment, on the ques- 
tion: should the empyema case be treated by 
the open or non-open method. As a result, va- 
rious mechanical devices have been advocated, 
new modifications of old methods, new details 
in technic; all of which have created in the 
minds of practitioners and surgeons a great deal 
of confusion in the treatment of empyema, with 
a tendency to disregard the varying pathology 
of the disease and the fundamental principles 
in its treatment, in favor of relatively unimpor- 
tant methods and details. 

Empyema is not (or is only rarely) a disease 
entity. It is a complication of an antecedent 
respiratory infection, or cne of several serious 
pathologic conditions, associated with a respira- 
tory infection. 

The pleura, like other serous membranes, is 
made up of fibrous, elastic tissue covered with 
endothelial cells. Its lvmphatics are numerous 
over the lungs and the intercostal spaces. 

The causative organism is the pneumococcus, 
hemolytic streptococcus, staphylococcus, cr less 
often, the influenza bacillus. Should the case 
be one of acute respiratory infection with empy- 
ema, or should the chest patholovy be secondary 
to an acute gallbladder, appendix or perforated 
duodenal ulcer, colen bacillis will often appear 


*Read in Section on Surgery. Southern Medical Association. 
Twenty-Eighth Annual Meeting, San Antonio, Texas, November 
13-16, 1934. 

*This report is based upon a series of 27 private cases treated 
by rib resection with open drainage. including three cases which 
had attempted closed drainzge. and an analysis of empyema cases 
at the Hillman Hospital for the past five years. 


t 


— 
q 
4 
Be 
“= 
t 
n 
a 
f 
t 
e 
t 


Vol. 28 No.3 


in great numbers in the pleural exudate, seldom 
alone, but associated with either the pneumo- 
coccus, a hemolytic streptococcus, or both. 


Entamoeba histolytica, like the colon bacillus, 
is sometimes found in the empyema exudate, 
gaining entrance chiefly by direct extension from 
a rupture of an amebic abscess of the liver 
through the diaphragm. It, also, is usually 
associated with acute pyogenic organisms such 
as a hemolytic streptococcus, or a staphylo- 
coccus. Recently I saw such a pathological 
process with massive right empyema, and not 
until the ameba was found in the aspirated 
fluid was the primary infection thought to be 
associated with the liver or the alimentary tract. 

The patient on entering the hospital was free 
of the usual colon and bowel symptoms found 
in amebic infection, such as frequent bowel 
movements with tenesmus, and neither blood 
nor mucus was detected in the stools. His 
symptoms suggested an acute right chest disease. 
Toxemia was severe and the patient’s history 
of illness of little value. He succumbed on the 
third or fourth day following admission to the 
hospital. At autopsy the right pleural sac con- 
tained several hundred cubic centimeters of 
serosanguinous fluid, with an opening from the 
base of the pleural sac through the diaphragm 
to an abscess in the right lobe of the liver, with 
many healed and unhealed ulcers in the colon 
and small bowel. Such a condition is relatively 
rare and the mortality is high unless the primary 
focus of infection is recognized and the specific 
treatment promptly begun with drainage of the 
empyema. 

The Relationship of the Different Pyogenic 
Infections to Empyema.—From the bacterio- 
logical standpoint there are four types of em- 
pyema: 

(1) One complicating lobar pneumonia, usually due 
to the pneumococcus 

(2) Those due to virulent streptococcic infections. 


(3) Those due to less virulent streptococcic infec- 
tions 


(4) Following influenza due to various organisms 


(1) The pneumococcus causes from 50 to 60 
per cent of the cases of empyema, with a higher 
percentage in children. In an individual who 
has recovered from pneumonia empyema occurs 
as a simple intrapleural abscess, varying in size 
and location; the outer wall of which is formed 
by the bony thorax, the inner wall by the partly 
compressed lung, the mediastinum or the diaph- 
tagm. The pleural sac shows varying grades of 
inflammation and thickening, depending upon 
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the type and duration of the infection. The 
pus is usually thick, containing large amounts 
of fibrin which undoubtedly contribute to the 
stabilization of the mediastinum. There is some 
cough, and moderate pain and dyspnea if the 
accumulation is large. There is an outspoken 
leukocytosis of the polymorphonuclear variety, 
more marked than during the course of the 
pneumonia and averaging between 20,000 and 
30,000 per cu. mm. 


(2) The virulent hemolytic streptococcic in- 
fection is a marked contrast with the simple 
pneumococcus type. The empyema here ap- 
pears not after the subsidence of the pneumonia, 
but coincidentally with it, often as early as 
the fourth or fifth day at the height of the 
pneumonia. The pleural cavity fills quickly. 
The rapidity with which it fills in the hemo- 
lytic streptococcic infection often reaches two 
or three liters at the first aspiration. Measure- 
ments of fluid withdrawn at daily intervals show 
that the fluid accumulation frequently reaches 
a liter per day. At first it is straw-colored, 
tawny, or pinkish from admixture with blood 
pigment; later it becomes cloudy due to the 
enormous number of micro-organisms. The 
empyema is not the sole pathologic condition, 
but is associated with one or several inflamma- 
tory processes, including pulmonary abscess, 
mediastinitis, pericarditis, meningitis, peritonitis 
and septicemia. MacCallum’s! explanation of 
the rapid fluid accumulation in hemolytic strep- 
tococcic infection is as follows: 

“The lymphatics run from the pleural network, by 
way of the interlobular septa, bronchial wall and the 
blood vessel walls to the nodes at the hilum of the 
lung, quickly becoming a transport of the bacteria. A 
great number of the hemolytic streptococci are found in 
the canal and the sinus of the lymph nodes at the hilum 
where they appear to be halted, causing a thrombosis 
of the lymph channels which become markedly distended 
to a size appearing to the unaided eye as beaded white 
strands on the cut surface of the lung and often becom- 
ing confused with the obstructed channels in both di- 
rections. They pass from the lung to the pleura (in a 
direction opposed to that of the current in the unob- 
structed lymphatics), infect the walls of the pleural 
cavity and set up intense inflammation with outpouring 
of the fluid exudate. The pleura itself and all the inter- 
lobular septa become edematous and permeated by a 
serofibrinous fluid, wandering cells and micro-organisms 
from the pleura. The effusion of the fluid exudate be- 
comes a dominant feature of the whole process, both in 
clinical and anatomical changes.” 

(3) The less virulent hemolytic streptococcic 
infection produces the more simple empyema, 
as it occurs following pneumonia. 


(4) The influenza empyema may be of a 
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virulent type or may take the form of the simple 
post-pneumonia type. 

The degree of the infection of empyema is 
in proportion to the virulence of the bacteria 
or the organism causing the disease. 

Pleurobronchial Fistula—This frequently fol- 
lows lobular or bronchopneumonia, and is al- 
most invariably associated with hemolytic strep- 
tococcic infection without the peribronchial le- 
sions. The streptococci invade the alveoli, 
which become filled with blood, leukocytes and 
an enormous number of bacteria, giving rise to 
patches of consolidation, followed frequently by 
mucus and peripleural hemorrhage, and multiple 
abscesses lying mostly near the periphery of the 
lung and extending to the pleural surface. A 
rupture of such an abscess into the pleural 
cavity, or an extension of the necrosis to involve 
the structure of the pleura, would inevitably 
lead to empyema and the coincident communi- 
cation of the abscess with a patent bronchus, 
with a resulting pleurcbronchial fistula. 

The Treatment of Empyema—As Graham 
and Berck? have ably expressed it, there are 
two essential aims in rendering treatment for 
the cure of empyema, namely: 

(1) To save the life of the patient. 

(2) To shorten the period of convalescence 
as much as the pathclogical process will permit. 


In rendering treatment to the empyema pa- 
tient, it is essential to determine by a diagnostic 
aspiration the type of infection, relieving in 
part the intrapleural pressure and permitting 
the pneumonia process to clear and a stabiliza- 
tion of the chest contents to occur before treat- 
ment either by rib resection with open drainage 
or some form of closed treatment. It is on this 
basis that the ultimate results are determined, 
whether a high cor a low mortality. 

Murphy,’ in 1898, warned against too early 
surgical interference in the removal of pus from 
the pleural cavity, or any form of surgery for 
opening the cavity, until sufficient time for the 
stabilization of the chest contents. If the chest 
is opened before this stage of the disease is 
reached the air, in passing in and out, causes 
the lung on the opened side to contract to the 
hilum. The mediastinal septa and contents 
flap to and fro in respiration, like a sail during 
a lull. When the air is inhaled the mediastinal 
septum is concave to the uninjured side; when 
air is exhaled it is convex. The chest ceases 
to be a cylinder for the piston, the diaphragm, 
in the respiratory act. The mediastinal septum 
becomes a second diaphragm which contracts 
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and destroys the aspirating or the piston power 
of the true diaphragm. With this motion of the 
septum there is comparatively no exchange of 
air in the lungs, merely a variation in the shape 
of the lungs. 


Well do we remember the influenza epidemic 
in the fall of 1917, lasting through to the spring 
of 1918, and the increased virulence of thé 
epidemic which was renewed in the late summer 
and continued through into the late winter. The 
epidemic sweeping through the country from 
coast to coast was not confined to the army 
camps alone, but attacked the civic population 
as well. 

The hemolytic streptococcus was the predom- 
inating organism. The virulence of the epidemic 
was so great at Camp Sherman (Beck*) that of 
7,618 cases admitted for influenza more than a 
third developed pneumonia. The mortality from 
pneumonia from this camp was 42.07 per cent. 
Out of 1,159 patients who recovered from pneu- 
monia 150 cases developed empyema, the em- 
pyema percentage to that of pneumonia being 
12.8 per cent. Under normal military and civil 
life 2 to 4 per cent of pneumonia patients de- 
velop empyema. Measles and influenza were 
the chief antecedent diseases for the development 
of the pneumonia. The virulence of the infec- 
tion and the subjection of the empyema patient 
to surgery, rib resection with open drainage, 
if the chest fluid contained organisms, irrespec- 
tive of whether the fluid was serosanguinous, 
seropurulent, or purulent, and before the medias- 
tinum became stabilized resulted in a mortality 
of 47.6 per cent. During the same year, 1918, 
the Empyema Commission® reported a series of 
23 cases and one death, mortality 4.3 per cent. 
The drop in the mortality from the high figure to 
the low was chiefly through attention to the 
preoperative stage, by stabilizing the chest con- 
tents by repeated aspirations of the pleural 
cavity until frank pus appeared. In empyema 
caused by the hemolytic streptococcus, from two 
to three weeks elapse before the exudate becomes 
purulent. Attempted drainage, either by rib 
resection with open drainage, or by punch cper- 
ation and catheter drainage before this stage is 
reached, will often find the pneumonia process 
active, the patient’s resistance weakened by the 
toxemia of the disease, and there will be danger 
of the collapse of the lung with a pneumothorax. 
Often the patient’s respiration reaches 40 or 
more per minute; he is frequently cyanosed with 
dyspnea, and the pneumonia is: bilateral with 
the effusion on the side of the better of the two 
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lungs, and the possibility of blood stream infec- 
tion since the organism may gain entrance 
through the operative wound. 


Empyema associated with septicemia is a 
grave condition. The serous cavities of the 
pericardium, peritoneum and mediastinal space 
are equally affected with the pleural sac. An 
operative measure to relieve the effusion should 
not be considered the principle point of the 
treatment, and various efforts should not be 
attempted for its drainage, either by aspiration 
or any form of closed drainage until the patient 
has recovered from the toxemia of the disease. 
The patient should be treated expectantly by 
supportive measures, such as repeated blood 
transfusions, intravenous glucose or saline solu- 
tion, either by continuous intravenous or re- 
peated intravenous injections, free amounts of 
fluid by mouth or rectum, and high carbohy- 
drate diet, morphine sulphate to establish rest 
and care of such complications as otitis media, 
or arthritis, through local measures until the 
patient has recovered from the toxemia and the 
infection has found lodgment in the pleural 
cavity. Then aspiration and, later, drainage are 
indicated. 

Treatment of Empyema by the Closed Method. 
—As early as 1844, Roe® reported a series 
of cases treated by aspiration, and from then 
until the World War enthusiasm rose and fell 
in favor of rib resection with open drainage. 

Patients in advanced life and children under 
two years of age, of normally low vital capacity, 
or capacity lowered by pneumonia or other 
serious illness, or by operation, may find the 
added load imposed by the open pneumothorax 
affecting both lungs, more than their reserve 
capacity can compensate for. In this type of 
acute empyema, closed drainage with irrigation 
is a valuable method of treatment. 

Dakin’s solution has an advantage over saline 
solution as an irrigating fluid, since it softens 
the fibrin and the necrotic material, and the 
fluid prevents pocketing of the pleural surfaces. 
Irrigating at a low pressure will not distend 
the pleural sac to interfere with the cohesion 
of the two pleural layers, but will hasten the 
expansion of the lung. Irrigation is to be con- 
tinued until the cavity is obliterated or until 
there is no further decrease in the size of the 
cavity. This is not done to avoid rib resection, 
but to safeguard the life of the critically ill 
patients. 

Hart’s’ ingenious method included tidal irri- 
gation brought about by the respiratory fluc- 
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tuating intrapleural pressure, with a report of a 
series of 57 cases with six deaths, a mortality 
of 10.5 per cent. 


Deidrich,* in 1918, stationed at Camp Pike, 
recommended the punch operation with cathe- 
ter drainage, reporting a series of 34 cases, with 
no mortality; whereas, during the months of 
October and November of the same year,. with 
the same type of treatment from a series of 61 
cases the mortality was 11.47 per cent. The 
first series consisted of cases treated during the 
quiet period of the epidemic, and the later series 
represented those who became ill during the 
height of the epidemic. 

In McEachern’s® series of 75 cases of empy- 
ema treated by the closed method, all children 
up to 11 years of~age, there were two deaths, 
with a mortality of-2.6 per cent. Both deaths 
were children under two years of age. There 
were 21 cases in this age limit, making a mor- 
tality of 9.5 per cent. 

Disadvantages or failure of the closed method 
come from the failure of the mechanics of the 
treatment; for example, from slipping or mis- 
placement of the catheter, or plugging of the 
catheter with mucus or fibrin which prevents 
proper and constant drainage and causes a thick- 
ening of the walls of the pleura. The delay 
coming from the defective drainage and the 
fixation and thickening of pleura will add to the 
chronicity of the disease and interfere with fu- 
ture surgery. The average surgeon cannot com- 
mand trained assistants at all times as recom- 
mended by some of the advocates of the closed 
drainage. The simple closed method of syringe 
aspiration with syringe irrigation will give as 
good results as this more complicated method, 
or even better. 

A survey of empyema cases at the Hillman 
Hospital for the past five years shows: 

There were 79 cases with 8 surgical deaths, 
a mortality of 10.2 per cent, the ages ranging 
from 11 months to 65 years. 

Of these cases 42 were children up to 12 years 
of age, among whom there were four deaths, a 
mortality of 9.5 per cent. Seventy-three of 
these cases were treated by thoractomy with 
rib resection, with six deaths, a mortality of 8.2 
per cent. 

In the remaining six cases, in which repeated 
aspiration and the punch operation with inter- 
costal catheter drainage were employed, there 
were two deaths, a mortality of 33.3 per cent. 
In my series of 27 private cases with ages 
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ranging from 10 months to 65 years, treated 
by thoractomy with rib resection after the me- 
diastinum had been stabilized by repeated aspir- 
ation, there was one death, a mortality of 3.7 
per cent. In this series there were two cases 
of bronchial fistula. 

Of this number 16 were children up to 12 
years of age. 

In 18 cases of this series the pneumococcus 
was the prevailing organism, a percentage of 
66.6. The average time for the wound to heal 
was 50 days. Three patients of this series 
(27 private cases) had been subjected to closed 
drainage before coming to us. 

Of this number one case required secondary 
drainage three months following rib resection. 
This was a student of one of the local colleges 
who had bronchopneumonia (hemolytic strepto- 
coccus). He left for his home in a distant part 
of the state and the tube was removed too early. 
At the second operation a pocket of 50 c. c. 
capacity was discovered within the thorax. With 
Dakin’s irrigation the wound healed promptly. 

Rib resection with open drainage will offer 
better drainage with a low mortality and early 
convalescence in the greater number of empyema 
cases. Delay all operative interference until 
the chest contents are stabilized, employing 
some form of closed drainage to relieve the 
intrapleural pressure. The operative measures 
are relatively easy. One per cent procaine 
hydrochloride solution with three drops of epi- 
nephrine to the ounce, is used, selecting a point 
at the most dependent part of the chest, at the 
eighth or ninth rib in the postaxillary line. The 
anesthetic is more lasting and a minimum 
amount is required by the block method. A 
point about 1% inches on the proximal side of 
the proposed incision is chosen, the needle is 
passed into the intercostal space in close prox- 
imity to the under surface of the rib, and sev- 
eral c. c. of the procaine hydrochloride are de- 
posited. This will block the main intercostal 
nerve, with moderate infiltration of the solution 
in the skin, muscle and pleura. Flush the rib 
with gigli saw level with the periosteum, sealing 
the end of the rib with wax to lessen the fre- 
quency of osteomyelitis from hemolytic strep- 
tococcic infection. Place a drainage tube with 
good calibre and well fenestrated into a cavity 
of sufficient size to secure proper drainage, with 
small tube or No. 18 French catheter. For 
children use a tube in proportion to the size. 
Close the wound by the layer method snugly 
about the tubes, clamping the tubes for 12 to 
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24 hours, pressure to be released as the condi- 
tion of the patient will permit, transfixing the 
tube with a safety pin and fastening to the 
chest with adhesive plaster. Institute pulmonary 
gymnastics after the acute symptoms have sub- 
sided. After the first week the tube should be 
partly withdrawn and removed for cleansing 
at frequent intervals. Should the drainage be 
copious, irrigate the cavity with Dakin’s solu- 
tion with minimum pressure. Fluoroscopic and 
roentgen views should be frequently made to aid 
in determining the expansion of the lung, size 
of the cavity, and condition of the pleura. 


CONCLUSIONS 


(1) Various forms of closed drainage for the 
treatment of empyema have been recommended, 
with many popularized mechanical devices, and 
as a result of this enthusiasm the virulence of 
the infection and the pathologic condition which 
are the principal factors in the disease have in 
part been put aside for irrelevant, unimportant 
methods and details in the treatment. 

It is interesting to speculate (Bonynge’’) 
whether the Streptococcus epidemicus, which 
public health bacteriologists believe to be the 
cause of septic sore throat and mastitis in milch 
cows may be connected with outbreaks of viru- 
lent streptococcus septicemia which during the 
war in army camps were first diagnosed as 
empyemas. 

(2) The simple pneumococcus and the less 
virulent streptococcus infections behave quite 
differently from the epidemic types. The em- 
pyema mortality will vary with the virulence 
of the infection, irrespective of the type of treat- 
ment, providing the surgeon does not too early 
in the course of the disease, through injudicious 
methods, create an open pneumothorax. 

(3) Pneumococcus empyema appears within 
two weeks after the crisis of lobar pneumonia. 
It is characterized by heavy deposits of fibrin. 
Hemolytic streptococcic effusion comes during 
the active course of the disease. Repeated as- 
piration or some form of closed drainage should 
be used, depending on the type of patient, until 
the empyema exudate is frankly pus or purulent. 

(4) Closed drainage is of distinct advantage 
in bridging the infant under two years of age, 
very old patients and very sick patients, through 
the acutely toxemic stage. The individual judg- 
ment of the surgeon should be the deciding 
factor for time of rib resection and open drain- 
age, but the closed method by intercostal drain- 
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age requires constant supervision by trained 
assistants. 

(5) Block anesthesia, using 1 per cent pro- 
caine hydrochloride with epinephrine is better 
suited for empyema cases than general anes- 
thesia. 

(6) For copious drainage in empyema, Da- 
kin’s solution offers better results as an irrigat- 
ing fluid. It tends to dissolve the fibrin and 
necrotic material, thereby favoring expansion of 
the lung if used at low pressure, and will assist 
the closure of the wound in less time than will 
normal saline solution. 
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DISCUSSION (Abstract) 
Papers of Dr. Mason and Dr. Donald 


Dr. Alton Ochsner, New Orleans, La.—The indications 
in the treatment of empyema are drainage of the pleural 
fluid and reexpansion of the lung. Ideally the method 
which accomplishes both of these is the method of 
choice. The advantages of the closed method of drain- 
age are quite obvious in that because of the normal 
negative pressure which is reestablished in the pleural 
cavity a reexpansion of the lung is favored. A definite 
objection to the closed method of drainage in the past 
has been that in order to have the drainage air-tight 
it has been necessary to use small tubes, which are easily 
clogged so that adequate drainage is not secured. The 
disadvantage of the open drainage has been that an 
open pneumothorax has resulted, which possibly has 
interfered with reexpansion of the lung. A distinct ad- 
vantage, however, is that the drainage has been ade- 
quate and fool-proof. 

Relatively recently in the Department of Surgery at 
Tulane University we have been using a method which 
we feel combines the advantages and obviates the dis- 
advantages of both methods. It is a method of closed 
drainage advocated by Bethune of Montreal. It con- 
sists of the production of a large thoracotomy wound 
and the introduction into the empyema cavity of a 
large drainage tube, which may be as large as 2 cm. 
in diameter or even larger. This tube is passed through 
a sterile rubber bath sponge and the sponge tightly com- 
pressed against the chest wall by adhesive plaster. In 
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this way the entire wound in all its ramifications is com- 
pletely filled with the sponge, making it air-tight. The 
tube is connected with a tube extending to a vessel, 
containing water, on the floor, so that an air-tight 
drainage is secured, but a drainage with a tube so 
large that it cannot become clogged. In our hands this 
has been very gratifying, and we believe shortens the 
convalescence of our patients. I am presenting it here 
merely because I feel that it is a simple procedure and 
yet one which overcomes the usual disadvantages of 
closed drainage, but retains the advantages of that 
method of treatment. 


Dr. James W. Nixon, San Antonio, Tex.—Drs. Mason 
and Donald have brought before us a subject which is 
of special interest just now because of the fact that 
we are reaching the season of the year when empyema 
of the thoracic cavity is most apt to be encountered. 

The treatment of empyema is largely a question of 
drainage. The drainage, however, must be instituted at 
the right time, at the right place, and by the right 
method, and maintained until the empyema cavity is 
completely obliterated. And before the drainage in 
these cases can be properly instituted one must under- 
stand fairly well the intrathoracic physiology. With 
the proper understanding of this important side of these 
cases, it does not become a question of closed drainage 
versus open drainage, but of which method of drainage 
is best suited for each particular case. Indeed, it may 
become necessary at times to use both the closed and 
the open method in the treatment of any individual 
case. 


It must be borne in mind that under normal condi- 
tions the lungs are held in expansion by the negative 
pressure of the intrapleural space. It must be remem- 
bered also that the mediastinum is so mobile that the 
two pleural cavities function as one from the standpoint 
of intrapleural pressure. Changes in the intrapleural 
pressure on either side will therefore affect intrapleural 
pressure of the opposite side. Thus it can be seen that 
the intrapleural pressure of both pleural cavities would 
be disturbed should an open pneumothorax on either 
side be created by a rib resection in an early acute em- 
pyema before the establishment of interpleural adhe- 
sions and the stabilization of the mediastinum have 
taken place. This factor has accounted for the substi- 
tution of the closed method of drainage in such cases. 
This, according to the late Carl Hedblom, is the most 
important contribution to the treatment of acute em- 
pyema since Hippocrates. 

If a case is seen late and the abscess cavity is well 
walled off by adhesions, a rib resection is unquestion- 
ably the procedure of choice. On the other hand, the 
early case which demands relief from pressure should, 
I think, be treated first by the closed method and sub- 
sequently by a rib resection if necessary. Should closed 
drainage become necessary in an early empyema for 
relief of pressure symptoms, it is unwise to withdraw 
all the fluid rapidly. This will bring about a sudden 
mediastinal shift with the resulting sequelae and in 
addition it will permit contact of the two inflamed 
pleura at various points that may become adherent 
and produce multiple abscess pockets which add mate- 
rially to the gravity of the case. 

To my mind, at least, there seems to be no indication 
for anything other than local anesthesia for these cases. 
If by using local anesthesia we are able to perform a 
complete extrapleural thoracoplasty, why should we not 
be able to use it in resecting a small section of the rib 
or inserting a tube in the intercostal space. 
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Finally, the patient should be given the best of sup- 
portive care in addition to an abundance of fluids. 
Particular attention should be given to a high caloric 
diet, rich in proteins, which these patients seem to re- 
quire more than almost any other type of postoperative 
case. I am becoming increasingly more enthusiastic 
over blood transfusions. As soon as the cardiac condi- 
tion permits we make use of them. 

An understanding of the mechanism of respiration 
and the mechanics of drainage and the importance of 
supportive measures for the patient will be necessary 
for one to obtain the best results in the management 
of empyemas. Without this understanding the invasion 
of the thoracic cavity by the surgeon is not safe. I 
am sure the excellent results quoted by Drs. Donald and 
Mason are due to their intimate knowledge of these 
factors. 


Dr. A. O. Singleton, Galveston, Tex—I agree with 

Dr. Mason that the most essential things in the success 

of the treatment are, first, selection of the proper time 

for drainage, and second, adequate and _ continuous 

| drainage until the cavity is obliterated. For the past 

fifteen years we have discontinued the open drainage 

with resection of ribs in thoracic empyema, and have 

had over 100 consecutive cases of empyema treated by 

a modified closed method, using a trocar and cannula 

between the ribs with a marked degree of success. A 

few years ago I reported eighty consecutive cases treated 

in this way with a mortality of 5 per cent. This method 

has the advantage of being simple, requires less surgery, 

gradually drains off the fluid with a more prompt ex- 

pansion of the lungs, and we prefer it in practically all 
cases. 


Dr. Frank K. Boland, Atlanta, Ga—I gather from 
the discussion that we are all getting more in accord in 
regard to the treatment of acute empyema. 


Dr. Evarts Graham has taught us a great deal about 
empyema, and one of the things is that the results of 
treatment depend as much upon the virulence of the 
disease as upon the method of treatment employed. 
The virulence of the infection in the cases in our army 
camps during the World War was such as we had 
never seen before nor will ever see since. The mortality 
ranged in different cantonments from 30 to 60 per 
cent. The method of treatment adopted in the begin- 
ning of this epidemic was the open method of rib re- 
section, which, of course, was wrong, because the cases 
were only one or two days old and stabilization of the 
mediastinum had not had time to take place. At some 
base hospitals this method of treatment was continued 
throughout, while at others more conservative methods 
were adopted, such as repeated aspiration, or no aspira- 
tion at all. No matter what method was used, the 
mortality rate dropped late in the epidemic, because 
the wave of extreme virulence had passed. 


If we are in the midst of an epidemic of virulent 
pneumonia and empyema and get a high mortality rate 
in the surgical treatment, we condemn the method that 
we are using and resolve to try something else. Whereas, 
if we are in the midst of a mild epidemic and the results 
are good, we think it is all due to the method we are 
using and we resolve to continue to use it. 


In the hands of the average operator I believe that 
the open treatment by rib resection will give the most 
satisfactory results in the majority of cases, of course 
granting that the operation is done at the right time 
and not too soon. The closed method of treatment theo- 
retically may be all right, but it has always struck me 
as being too complicated and as intended for use mainly 
in well equipped hospitals, in the care of an especially 
trained staff. I have always been satisfied with the 
results which I have obtained by the open method, with 
rib resection. 


Dr. Donald (closing).—There are two essential points 
in the treatment of the empyema case. 


(1) The mediastinum should be stabilized by repeated 
aspiration of the pleural cavity and by waiting long 
enough for the pneumonia process to clear before insti- 
tuting surgical measures. 


(2) In children under two years of age, very old 
patients and critically ill patients, who have normally a 
low reserve, the added load from attempted surgical 
drainage may rob them of their only chance. It is in 
this type of case that some form of closed drainage is a 
better procedure than rib resection and open drainage. 
This will build up the reserve and should the empyema 
continue, rib resection can be done safely at a later 
date. 


The mortality percentage in empyema, as Dr. Boland 
mentioned and as was brought out by the essayist, is in 
proportion to the virulence of the infection and the de- 
gree of the epidemic. The mortality will vary in differ- 
ent localities and at different seasons of the year. 


Dr. Mason (closing) —I had anticipated more pro- 
tests of my advocacy of rib resection and tube drainage 
from those who prefer closed methods of operating, 
and take it as an indication that the advantages of open 
operation, carried out at the proper stage of the illness, 
are being more generally accepted. 


Dr. Singleton has excellent results with the closed op- 
eration and I advise those who prefer this method of 
procedure to familiarize themselves with his instrument 
and with his technic. 


The Bethune technic, which is employed in Dr. Ochs- 
ner’s clinic, was described by Carlson and Bowers in 
the September issue of International Surgical Digest. It 
is interesting, but I have had no opportunity of try- 
ing it. 

In furthering my claims for the advantages of open 
operation I take issue with those who advise against 
this method of treating empyema in young children. 
Rienhoff and Davison, in 1928, reported that closed 
operations at Johns Hopkins Hospital in children under 
two years of age carried a 50 per cent higher mortality 
than the open. 


In the present series I have treated five cases by rib 
resection and tube drainage, five children whose ages 
ranged from 3 to 22 months, with full recovery in each 
instance. Eight infants whose ages ranged from two to 
twenty-four months were treated by closed operations, 
with three deaths. 
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OBSTETRICS AS A COMMUNITY 
PROBLEM* 


By Gro. W. Kosmak, M.D.,7 
New York, New York 


Successful childbearing can no longer be re- 
garded as a problem for the individual; there 
js, at present, an interest in the subject not 
bounded by such narrow limits. The community, 
the state, and the nation are all concerned with 
the birth and rearing of healthy, normal chil- 
dren, and with the preservation of the mother 
as the fountain head of the family. Personal 
health is very closely linked with personal suc- 
cess and happiness; so the prosperity and spir- 
itual welfare of a community are in a large 
measure dependent on public health. In other 
words, the maintenance and conservation of 
health has come to be the responsibility equally 
of the community and of the individual. 

The recognition of the community’s respon- 
sibility in this has given rise to the statement 
that “public health is purchasable.”’ It is in- 
deed purchasable in the sense that laws, by 
which the spread of infectious and contagious 
disease is controlled, can be made and enforced 
by united influence and funds of the community. 
This does not, however, adequately state the 
problem. Legislative health measures must be 
carried out cooperatively by the medical prac- 
titioner and the official health agencies, and it 
is as difficult as it is important to define the 
exact measure of these agencies’ responsibility 
on the one hand, and of the physician’s respon- 
sibility, on the other. These difficulties of def- 
inition have placed stumbling blocks in the way 
of needed reform and treatment; they are, in 
the main, problems of administration. Cooper- 
ation, however, between the medical profession 
and the public authorities has already solved 
many of them and will continue to do so. 

Governmental participation, the need for 
which is generally acknowledged in certain other 
accepted fields of medical practice, has not as 
yet been sufficiently active in the field of child- 
bearing and maternal welfare. It is true that we 
have compulsory birth registration over the 
greater part of this country, that midwife regu- 
lation is attempted, that puerperal fever is re- 
portable. But what have we done as communi- 


*Read in Section on Obstetrics, Southern Medical Association, 
Twenty-Eighth Annual Meeting, San Antonio, Texas, November 
-16, 1934, 


tEditor, American Journal of Obstetrics and Gynecology. 
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ties to make pregnancy and labor itself a fairly 
safe procedure for the prospective mother? Ef- 
forts to do so must be recorded, but these have 
met with doubtful success, if success must be 
measured by the puerperal mortality records of 
the last thirty years. I will not burden this ad- 
dress with a detailed recital of statistics; these 
are readily obtainable and have been developed 
by competent observers. It is, however, neces- 
sary to say that all such observers have found 
the death rate from puerperal causes to be ap- 
proximately 6 per cent. The birth rate in the 
United States registration area in 1920 was 23.7 
per 1,000 population, the general death rate is 
13, while the total maternal mortality was 8 per 
1,000 live births. This was the highest death 
rate recorded in recent years; since then the 
figure varied from 6.5 to 7 deaths per 1,000 
live births. About one-third of these deaths were 
due to septicemia. During the period from 1920 
to 1931 the birth rate declined to 18 and the 
general death rate to 11 per 1,000 population. 
But it is important to observe that with a de- 
cidedly less number of births the fatality rate 
among pregnant women remained practically 
unchanged; it has continued to average annually 
6.6 per 1,000 live births. An accumulating num- 
ber of surveys made during the last 10 years 
shows that although the situation may be slightly 
better in some places, it is worse in others. These 
studies demand our attention because, with the 
facts at hand, we must admit the magnitude of 
our problem, and acknowledge the need for de- 
vising means to combat the ravages of death 
among women at the time when life is most 
important to them. 


The mere compilation of fatalities from death 
certificates seems inadequate and not sufficiently 
informative; the careful study of individual 
cases, therefore, has been made the basis of more 
recent surveys. Among the most noteworthy are 
those of the Federal Children’s Bureau in 15 
scattered states during 1927 and 1928, the New 
York Academy of Medicine Report on the puer- 
peral deaths in that city in the three years from 
1930-1932, and the Philadelphia County Med- 
ical Society’s report of the deaths in 1931, 1932 
and 1933. Further studies by’ Plass, Holmes, 
Adair and Mussey, and DeLee, present very 
similar results. From these three principal con- 
clusions may be drawn: that there is a high, 
apparently unjustified, puerperal death rate; 
that there are remedies at hand for reducing it, 
that a certain number of these deaths are def- 
initely preventable. In fact, the belief is stead- 
ily gaining ground that perhaps one-half of these 
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deaths may be so designated. It is quite nat- 
ural that the publicity which has attended the 
issuance of these various reports has awakened 
people to ask “What should be done to make 
childbearing safer?’’ Let us, with this ques- 
tion in mind, reiterate the fact that six mothers 
die in the United States for every thousand live 
babies born. To save three of these is a task 
we might set ourselves. I cannot think of any- 
thing more important, more self-evidently im- 
portant, than to preserve these lives. From what 
we have found out about the causes of these 
deaths, and from carefully worked-out proce- 
dure which have accomplished in groups of 
selected cases a marked reduction in the death 
rate, it is fair to assume that they can be pre- 
served. We may well inquire, then, why methods 
to accomplish this end are not made available 
to most of the mothers in this country. It 
would not be possible, here, to trace the develop- 
ment of our ideas of maternity care, nor to 
examine thoroughly the difficulties which op- 
pose at every turn, the bringing of expert care to 
every mother. But it is possible to indicate the 
manner in which some of the characteristic 
thoughts of the public, as a whole, as well as 
those of educators, doctors and nurses, must be 
changed before we can go very far toward im- 
proving general conditions. If we can change 
the thinking there are greater hopes of changing 
the action resulting from that thinking. 

First, let me say that as a nation we are not 
fully aware of the problem. This lack of proper 
knowledge is so widespread that it appears as 
the causative force behind many of the other 
impediments to progress in maternity care. Let 
me refer again to the statement that three of 
the six women who die in every thousand live 
births die needlessly. Now, these three deaths 
do not assume the importance and significance 
which they really have, neither in the average 
physician’s practice, nor in the average hospital, 
nor in the average community. He would be a 
busy physician, indeed, who officiated at 33 
births a month, or 400 a year. If he did two 
and one-half years would elapse before he had 
delivered 1,000 babies, and before the three pre- 
ventable deaths would be made apparent. And 
this record would be of little value, as an index, 
because averages are dangerous when limited to 
so few cases as a thousand. This is true, also, 
for the hospital and the community; if the num- 
ber of births is small the figures mean little, 
because they are drawn from a small number 
of cases. The actual deaths occur so seldom, 
the time element spaces them so far apart, that 
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they do not become a cause of public or indj- 
vidual concern. No effort is made to ascertain 
either public or personal responsibility; the need 
for it is not apparent to the casual observer, 
Only when we become aware of conditions by 
the inspection of statistics dealing with large 
groups of the population and an annual mor- 
tality of 16,000, are we on sure ground, and 
then we are so far away in our thinking from 
individuals and technics that it is difficult to 
bring the responsibility home to any one person. 

Yet, this is precisely what must be done if 
motives are to be supplied to those who are able 
and ready to change conditions. It is obvious 
that those of us who are satisfied with the pres- 
ent situation are not going to do anything to 
change it until we become dissatisfied. And if 
changing conditions mean changing conduct, 
there must be a clearly shown and generally 
recognized responsibility among those upon 
whom it really rests. 

Who are the responsibile persons? I believe 
that an obligation exists among several groups, 
each in a different way, to do certain specific 
things in order to bring about improvement. 
The groups are: 


(1) The husband and wife 

(2) The physician 

(3) The nurse and midwife 

(4) The medical educator 

(5) The public as represented in the community 


(1) The Husband and Wife.—tIn this age of 
scientific discovery and rapid medical advance- 
ment, all of us are imbued, more or less, with a 
belief that the day of miracles is truly at hand. 
It is easy to understand why husbands and wives 
seek a physician who can provide a simple, easy, 
painless childbirth.. Often a nervous, emotional 
woman will demand that her physician promise 
to give her an anesthetic so that she will be 
relieved of all pain, and these appeals are some- 
times difficult to resist. Prospective parents, 
however, should be informed that certain rou- 
tine efforts to relieve pain tend to increase the 
need for operative interference and to multiply 
the danger of infection and other complications. 
It has been definitely shown that the main cause 
of mortality in childbirth is related to the labor, 
rather than to the prenatal period. This does 
not mean that prenatal care is unimportant, but 
it means, rather, that the act of delivery itself 
requires the most expert attention, and that not 
enough attention has been paid to this fact. 


Parents must realize that labor is a normal 
process and that its successful termination is not 
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dependent upon the unrestrained use of anes- 
thetics or the operative dexterity of the attend- 
ant. It is true that no two deliveries are quite 
alike. But if we exclude those cases of abnor- 
mality, which generally can be known in ad- 
vance, that mother is safest who bravely deter- 
mines to see her ordeal through with the expert 
care of a physician who is in no hurry, has good 
judgment, patience, and the skill due to ex- 
perience. Obstetrics is not only a science, it is 
an art, and the record of the physician selected 
for the successful practice of this art is the most 
important factor in a safe delivery. Wisdom 
lies in using care to select the physician, and 
then reposing in him full confidence. He will 
know whether or not anesthetics or instrumenta- 
tion are needed, and the patient who tries to 
prevail upon him to use them unnecessarily is 
making an attempt to render entirely painless 
a process from which pain cannot be wholly 
dissociated without a sacrifice in safety. Child- 
birth in its simplest aspect is a sundering of 
one living being from another by a muscular 
propulsive action, on the part of the enclosing 
organism, which is not unlike the peristaltic 
waves of digestion. Pain seems to be a natural 
and necessary accompaniment of such a normal 
severing, and it is quite clear that anodynes, 
which quiet pain, may also inhibit muscular 
contraction and require a resort to instruments 
with their attendant risks. 

(2) The Physician—When our American 
women started to go to hospitals in increasing 
numbers to have their babies, this was hailed 
as a solution to the problem of high maternal 
death rates. It was generally assumed that the 
hospital was safer than the home. But there is 
abundant evidence that a hospital confinement 
is not necessarily a safe confinement and, in 
fact, that the degree of safety varies as the hos- 
pitals and their attendants vary in quality and 
competence. The doctor selected by the pros- 
pective mother and father to conduct her con- 
finement, assumes a great responsibility. His 
attentions should begin in the early months of 
pregnancy and before the time for labor comes 
he should know whether this is likely to be 
normal or difficult. A certain proportion of 
accidents are unavoidable, but these have been 
shown to be small in number compared with 
those complications which may be attributed to 
carelessness, to unskilled or untimely interfer- 
ence, or to improper environment. If we have 
determined that many deaths may be avoided 
by giving nature a chance, a knowledge of the 
bad effects of improper methods of delivery 
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should become more widespread. Accidents and 
abnormalities, it is true, do occur unexpectedly. 
The physician should be ready for them. But 
he should anticipate their appearance. Many 
can be recognized long before delivery. This 
may require skill, but its exercise at an early 
time will often prevent unfortunate consequences. 
I have every confidence that in the future the 
skill and standing of the obstetric attendant will 
be judged less by his operative dexterity than 
by his ability to conduct a labor in accord with 
the normal mechanism of this process, unless 
specific indications warrant interference. 

The obstetrician has developed as a specialist 
in comparatively recent times, but a very con- 
siderable number of confinements even now are 
still in the hands of the general practitioner, and 
he will do very well with them if his mind is 
not disturbed by the importunities of the patient 
or his desire to resort to short-cuts in terminat- 
ing labor. What we need is better knowledge 
of the physiology of pregnancy, and of the nat- 
ural forces concerned with childbirth, rather 
than with the means of circumventing them. 

It is a great satisfaction to record that the 
medical profession is accepting more and more 
fully its responsibility for improving conditions. 
Physicians in high standing in many places in 
this country are devoting a great deal of time 
to looking into the cause of maternal deaths 
in their communities and are actively directing 
efforts to improve the available maternity fa- 
cilities. One of the outstanding characteristics 
of the medical profession, and one often mis- 
understood by the public, is a willingness to 
criticize itself and unthinking persons may seize 
upon this attitude to accuse the physician of 
culpability. Naturally there is no relation be- 
tween these, and the effort is worthy of com- 
mendation rather than condemnation. 

(3) The Nurse and Midwife—tIn order to 
learn how much nurses really know about ma- 
ternity care, a sub-committee of the White 
House Conference on Child Health and Pro- 
tection, which convened in 1931, submitted two 
questions to a selected list of nurses deemed to 
be above the average. The first called for a 
description of adequate maternity care; the sec- 
ond asked how maternal mortality could be 
prevented. Answers to the first question re- 
vealed little understanding; for example, among 
1,622 nurses only 17.9 per cent mentioned, as 
an essential element in that care, a physical 
examination, followed by continuous medical 
supervision during pregnancy. Very few an- 
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swered the second question in a manner to indi- 
cate any real knowledge of the causes of ma- 
ternal mortality, or of the means of reducing it. 


The part the nurse or midwife may play in 
maternity care need not be considered further, 
although I do wish to call attention to one fact. 
If the public and the medical profession were 
to encourage adequate education of nurses and 
midwives so that they could do for us in this 
country what they do in many foreign countries 
with death rates less than ours, some of the 
difficulties in improving maternity care would 
disappear. The competent midwife remains at 
the bedside of the expectant mother from the 
first signs of labor until the delivery. This may 
be anywhere from 5 to 20 hours. If properly 
educated, experienced, and supervised, the mid- 
wife could act as a valuable assistant to the 
physician in all normal cases, and if, through 
a wide experience and training, she became able 
to recognize instantly the need for the presence 
of the physician, the element of risk would be 
greatly reduced. 

(4) The Medical Educator—There is less 
attention paid in our medical schools today to 
teaching students proper obstetric practice than 
there is to surgery and certain minor specialties. 
The average recent graduate will certainly do 
more deliveries than he will appendectomies, yet 
he gets very inferior preparation for the former. 

A large part of the instruction in obstetrics 
in our medical schools has been along radical 
and operative lines, so that many students gain 
the impression that the greater part of ob- 
stetrics is operative. They may have seen these 
procedures carried out by experts with ease and 
skill, and subsequently they have attempted to 
practice them with unsatisfactory results. To 
avoid these results and impressions greater stress 
must be laid on the conduct of normal labor, 
and each student must personally attend under 
competent guidance and supervision a larger 
number of confinements than is required by law 
in many states at the present time. 

Finally, the Public—It is only when an 
aroused and interested community begins to ask 
questions that proper attention will be given to 
improving the situation which we are discuss- 
ing. I firmly believe that an inventory by the 
community of its obstetric facilities will do much 
to engender a spirit of cooperation between those 
most closely interested, the prospective mother 
and her attending physician and nurse. 

Especially is the public as a whole concerned 
with the high hospital death rate. Of course, 


March 1935 


the serious cases go to hospitals, but unfor- 
tunately all institutions commonly known as 
“hospitals” are included in this designation, of 
which many are poorly equipped and poorly man- 
aged and should not be permitted to take con- 
finement cases. Of the community’s duty to 
demand and require regulation and supervision 
of these institutions I shall speak later. 


I have considered in detail the various factors 
to which can be traced the responsibility for 
adequate maternity care; it is only through this 
knowledge that the public, in any given com- 
munity, will be in a position to aid in relieving 
the situation. Community efforts should be 
based on the fact that adequate maternity care 
depends on attacking the problem as a whole 
and not upon undue attention to any one phase. 
It is quite possible that the widespread appeal 
for prenatal care in recent years has overbal- 
anced the attention given to the actual delivery, 
and yet it has been amply demonstrated that 
this is the period which requires the closest ob- 
servation and the most skillful attendance. Im- 
provement will not come in all these matters 
until the wish for it is widespread. This, in 
turn, cannot be achieved until we are all made 
aware of the seriousness of the situation, and 
of what is needed to make it less serious. Then, 
through the cooperation of the groups to whom 
may be traced various types of contributing re- 
sponsibility, which include the husband and wife, 
the physician, the nurse or midwife, the medical 
educator and the general public, adjustments 
and readjustments can be made to take that 
obvious, clear, but difficult step, the transmuting 
of knowledge into practice. 

And in attacking the problem of improved 
maternity care we must bear in mind certain 
wider aspects of this matter. Conservation of 
life and health constitutes one of the signal 
scientific advances of this country. Constant 
endeavors have been made to reduce the haz- 
ards of industry, of travel, of epidemic diseases, 
and of many things that may affect adversely 
our daily existence. We must provide equal 
safety for our prospective mothers. This seems 
more necessary than ever at the present day, 
when the acknowledged reduction in population 
growth has become so evident that Dr. Louis I. 
Dublin, a foremost authority, has estimated that 
our national growth will come to a standstill in 
about 20 years, and then deaths will outnumber 
births. 


Consequently, the life of the every woman 
engaged in this noblest function of her sex must 
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be conserved and preserved, so as to overcome 
the inroads of that increasing condition of ster- 
ility and lowered birth rate which is due not 
only to natural causes associated with our ad- 
vancing civilization, but to those artificial bar- 
riers to conception which have made such 
marked, perhaps unfortunate, progress in recent 
years. 

We have reduced the mortality among infants, 
now let us do as well with their mothers, whose 
lives and restoration to normal activities after 
childbearing are among the most important 
assets of the nation. And having reached this 
point in our discussion, by what practical means 
shall we bring about a change? 

The statement is sometimes made that’ Amer- 
ican women are less able to bear children suc- 
cessfully and without assistance than those of 
other nations. I believe it would be difficult to 
prove this. It has been shown, however, by well- 
authenticated surveys, that we resort to opera- 
tive interference with labor more frequently than 
elsewhere, and that this tendency has grown with 
the increasing resort to institutional deliveries. 
Does this mean that natural and spontaneous 
labor is declining, or that the ease of ending 
the process by mechanical procedures in a hos- 
pital has influenced the judgment of the at- 
tendant? 

If we examine the recent reports on maternal 
mortality we are struck by a similarity in their 
findings and recommendations. The authors 
stress lack of adequate prenatal care; the all 
too frequent occurrence of hemorrhage; sepsis 
and toxemia; the unfortunate results of anes- 
thesia and analgesia in labor; the constantly 
increasing incidence of operative deliveries, often 
by incompetent hands, and the high fatality rate 
which attends them. For example, Cesarean 
sections preceded death in about one-fourth of 
all women who died following operations for 
delivery. Almost 50 per cent died from post- 
operative sepsis. This suggests either incom- 
petence in the operation, or misjudgment in the 
decision to operate. It suggests certainly that 
of the many deaths in childbirth, perhaps 50 
per cent are preventable. 

The published results of research in American 
obstetric practice have been severely criticized 
as untrue and unfair, and have even been ex- 
posed to ridicule in some of our medical jour- 
nals. In the same spirit the natural hazards of 
pregnancy have been magnified as an excuse 
for our high death rate; as an actual fact, the 
so-called accidents constitute a very minor pro- 
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portion; not over 9 per cent in New York City’s 
survey, for example, could be designated as un- 
avoidable fatalities. Perhaps the criticisms of 
modern American obstetric practice with which 
we have been favored in recent years may be 
deemed too severe and unjustified. If dissem- 
inated without restraint, such criticism might, it 
is true, lead to lack of confidence by patients 
in the medical profession, and to actual fear 
of pregnancy and its accompaniments. That 
need not be so. Obstetrics in this country is 
practiced with the greatest possible skill in many 
places, and by many physicians; rather, the dif- 
ficulty rests in the lack of appreciation by the 
profession as a whole of the seriousness of oper- 
ative interference, of the need for careful super- 
vision of the entire period of pregnancy, and of 
the necessity for cooperation between physician, 
patient and community. The problem of the 
physician concerns his education and his con- 
science; it need not be further discussed here. 
We may say, however, that this task is, and will 
be, overcome because we have the remedies at 
hand; they have been quite genrally acknowl- 
edged and are being carried into effect. 

The problem relating to the patient and the 
community cannot be solved so readily, because 
they require cooperation and a new understand- 
ing of the situation, both of which are less easy 
to attain. 

Briefly summarized, the entire question re- 
solves itself into an appreciation of the dignity 
of parenthood, of the value and need for edu- 
cating the prospective mother in the facts of 
pregnancy, in providing her with adequate ma- 
ternity care through physician, hospital or mid- 
wife. These problems require the assumption 
of a certain degree of responsibility by the com- 
munity, for public opinion alone can bring about 
the adoption of recognized standards of prac- 
tice by the attendants of the woman in labor, 
doctor, nurse, midwife or hospital. Again you 
will ask, how may this be accomplished? 

The community should see to it, in the first 
place, that the facts are known, and in the sec- 
ond place, that they are acted upon. The mor- 
tality rates associated with childbearing must 
be used, not for the purpose of instilling fear 
into the public, nor for securing their improve- 
ment by legislative enactments, but as a whole- 
some source of instruction for both patient and 
physician. 

It is essential, in the second place, that the 
pregnant state be regarded as a natural phenom- 
enon, not as a disease. Therefore, as has been 
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said, the physiology of pregnancy and labor must 
be thoroughly understood by the physician. This 
demands, above all, a proper and satisfactory 
course of instruction in medical school and hos- 
pital. The community must then provide ways 
and means for the physician to apply this skill 
and knowledge. Let me refer to a few instances 
in which the facts are known and are being used 
as the basis for action. New York has made 
public its own report on puerperal mortality 
and, as one result, the Commissioner of Health 
has appointed an Obstetric Advisory Council 
made up of physicians and of representatives 
from interesting lay agencies. The council will 
endeavor to carry out some of the recommenda- 
tions made in this report. A survey will be 
made of institutional facilities for maternity 
cases, with special reference to environment, 
equipment, adherence to accepted standards, 
staff organization and control; proprietory hos- 
pitals and nursing homes will be supervised and 
regulated; prenatal care services throughout the 
city will be revised; a thorough inquiry into 
midwife practice will be conducted; instruction 
of the public will be undertaken by an informa- 
tion bureau, organized by the County Medical 
Society, where prospective patients may be re- 
ferred for competent obstetric care. 

This seems a large undertaking, and undoubt- 
edly it is for a city like New York. Ohio, how- 
ever, has developed a society for similar pur- 
poses; Essex County, in New Jersey, has organ- 
ized its maternal welfare work under a medical 
commission, and there are undoubtedly other 
communities which have attempted or carried 
out schemes for improving their obstetric facil- 
ities. But we need a wider awakening and I 
believe that definite results can be achieved only 
by further local efforts, efforts which are based 
on the determination of each community to know 
its own conditions and then attempt to remedy 
them. If communities over the entire country 
would proceed to assess their obstetric facilities 
as they do their water supply and other public 
necessities, there would soon grow up a better 
appreciation of good maternity care on the part 
of the public, as well as the physician. 

As hospitals constitute an important factor in 
obstetric care, their survey in any given com- 
munity may serve as a beginning in the cam- 
paign. Standards of practice must be developed 
and these may be based on those already worked 
out by the American College of Surgeons. Their 
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adoption by any given institution must be goy- 
erned to some extent by local conditions. They 
are briefly as follows: 


(1) Segregation of obstetric patients from all 
others in the institution. 

(2) Special facilities available for immediate 
segregation and isolation of all cases of infection, 
temperature, or other conditions inimical to the 
safety and welfare of patients within the de- 
partment. 

(3) Adequately trained personnel, the entire 
nursing staff to be chosen specially for work in 
this department and not permitted to attend 
other cases during obstetric service. 


(4) Adequate and readily available labora- 
tory and special treatment facilities under com- 
petent supervision. 

(5) Accurate and complete clinical records on 
all obstetric patients. 

(6) Frequent consultation encouraged on ob- 
stetric service, a consultation made obligatory 
in all cases where major operative procedures 
may be indicated. 

(7) Thorough analysis and review of the clin- 
ical work of the department each month by the 
medical staff with particular attention to deaths, 
infections, complications, or such conditions as 
are not conducive to the best end-results. 

(8) Adequate theoretical instruction and prac- 
tical experience for student nurses in prenatal, 
parturient and post-partum care of the patient, 
as well as in the care of the new-born. 

In addition, provision should be made for the 
admission of outside practitioners to courtesy 
hospital privileges under definite regulations. 

The medical profession should fire the start- 
ing gun in this local survey through the medium 
of its accredited organization, preferably, per- 
haps, a county society. A maternal welfare 
committee which would include interested and 
representative lay persons could readily under- 
take a study of community obstetric facilities, 
and after determining their character and ex- 
tent, compare them as far as possible with such 
accepted standards as those already referred to. 
This would furnish an estimate of what is needed 
and serve as a focus for further efforts to supply 
the missing facilities. I fully believe that if a 
community endeavors to assess its facilities, hos- 
pitals, practitioners and nurses, through the me- 
dium of a representative maternal welfare coun- 
cil, that there will come a response, that the laity 
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will be more appreciative of the need and value 
of good obstetric care, that the physician will 
recognize his responsibilities more definitely, and 
finally, that it will allow us to look forward 
to a time when deaths from childbearing will 
be limited largely to those unavoidable accidents 
and complications over which, during the pres- 
ent time, at least, we have no satisfactory control. 


PROGRESS AND PROBLEMS IN 
GYNECOLOGY* 


By Joun W. Turner, M.D., 
Atlanta, Georgia 


It is with a diffidence not manifest in the 
title of this paper that the contributions made to 
gynecology and the problems that confront the 
gynecologist are presented in so short a paper. 
We are eager to achieve victory over our prob- 
lems by one great stride, but scientific growth 
is attained slowly and with difficulty. It is the 
product of many small contributions brought la- 
boriously by many earnest and indefatigable 
workers. So slow and gradual is this growth 
that many years must pass before an accurate 
evaluation can be placed upon many of these 
contributions. Years more are lost before gen- 
eral acceptance embraces many proven additions 
to our knowledge. A debt of gratitude is due to 
those who, by their frequent papers and case re- 
ports, force upon us an acceptance of things they 
have tried and found good. In this matter only 
is the dissemination of the new slowly achieved. 
On the contrary, our problems, like the immortal 
poor, are always with us; closest when least ob- 
served. These problems should be brought out 
frequently and paraded before our mind’s eye 
that we may the more readily recognize them. 
They should not stand, ghost-like and unob- 
served, at our elbow in the treatment rooms. 
Every physician should be constantly aware of 
them. 


ENDOCRINE PREPARATIONS 


During the past ten years the hormones of 
the female sex glands have found for themselves 
a secure place in the gynecologist’s armamenta- 
rium. Although much confusion exists in regard 
to their use in many conditions, and although the 
bountiful promise of experimentation has not 
been fulfilled in clinical work, no one can doubt 
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that their accession to a place in our therapy 
has been a great contribution to gynecology. A 
product of the laboratory, they have been true 
to the hand that nurtured them, and in the lab- 
oratory they have been of unquestioned value, 
giving us an early and infallible diagnosis of 
pregnancy and chorionepithelioma. Their thera- 
peutic value has been doubted by some; the lab- 
oratory worker, especially, has questioned the 
optimistic reports of the clinician and ascribed 
his reported successes with endocrine therapy to 
spontaneous recovery, improvement in general 
condition, or correction of dietary errors. Not- 
withstanding this skepticism on the part of our 
friends of the laboratory, clinicians are generally 
in accord as to the value of the hormones of 
the female sex glands in certain conditions. 
Novak and others have constantly stressed the 
value of the anterior pituitary-like hormone in 
functional bleeding. This hormone is most ef- 
fective in functional bleeding of the adolescent 
and has definitely removed these unfortunate 
young women from the menace of radical doses 
of radium. In 1931 at New Orleans, Novak 
gave before this Section an excellent address on 
“Functional Bleeding.” No commercial prepara- 
tion being available at that time, upon my re- 
turn to Atlanta I injected into the gluteal mus- 
cles of a young girl suffering from functional 
bleeding, blood withdrawn from her sister, who 
was at that time pregnant. This procedure was 
continued until the anterior pituitary-like hor- 
mone of pregnancy urine (antuitrin-S) became 
available in Atlanta shortly thereafter, in March, 
1932. The injected blood was fully as effective 
as the antuitrin-S has later proven. 


In functional bleeding occurring near the 
menopause there must be a distinctly different 
causal factor, as the response of this type of 
bleeding to the administration of the hormone 
which is effective in the adolescent type is 
very disappointing. Although many clinicians 
have reported effective results from its use, the 
writer has little faith in its value for this type 
of bleeding, and has usually found it necessary 
to resort to radium or the roentgen ray. 

The estrogenic hormone has not attained such a 
secure place in the gynecologist’; esteem. In no 
instance are we willing to rely upon it with the 
confidence that attends the use of the anterior 
pituitary-like hormone in functional bleeding. 
However, this hormone is certainly of great value 
in relieving the unpleasant subjective symptoms 
attendant upon a precipitated menopuase and 
frequently accompanying the normal menopause. 
Frequently used in cases of amenorrhea, either 
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alone or in association with the anterior pitui- 
tary-like hormone, it has yet to prove its value 
in restoring the menstrual function when used 
in a dosage economically practical. Much more 
detailed attention is now being given to these 
cases of amenorrhea and a corresponding im- 
provement in results is being secured. The obese, 
hypothyroid amenorrheic with a basal metabolic 
rate of minus twelve or lower finds a happy 
gynecologist, for a favorable response to thyroid 
medication can be expected in most cases. The 
obese amenorrheic with a normal, or approxi- 
mately normal basal metabolic rate frequently 
responds favorably to the correction of her diet- 
ary errors with a reduction of her weight. A 
great amount of the estrogenic hormone is being 
used in amenorrhea of this type and unless great 
good judgment is exercised in the evaluation of 
the relative importance of the various measures 
and remedies employed, undue emphasis may be 
given to some measure or preparation touted as 
being of specific value. 

We stand upon the threshold of the realm of 
these hormones. We cannot project ourselves 
into the future and see how they will be ulti- 
mately valued and used. We know they hold 
promise of much good, but we have so far given 
little attention to the possible harm they may 
bring to our patients. Warning voices may be 
heard. It is our duty to exert every effort and 
resource available to make a definite diagnosis 
in each case and to use these hormones only 
when there is a specific indication for their use 
and only after organic disease has been definitely 
eliminated. Used indiscriminately, they will 
make of us poor gynecologists. Used well and 
wisely, they will improve our diagnostic acumen 
and therapeutic results. 


CANCER OF THE CERVIX 


Schiller’s test may be considered a most val- 
uable contribution to gynecology. Its value in 
the diagnosis of early carcinoma depends upon 
the fact that the normal mucosa of the portio 
vaginae is rich in glycogen, which the iodine of 
Lugol’s solution stains a dark mahogany brown; 
while carcinomatous cells, containing little glyco- 
gen, stain poorly and appear as pale, lighter col- 
ored spots. In applying the test the technic 
used by Graves” has proven superior to Schiller’s 
original technic in my hands. Graves exposes the 
upper vagina by the use of retractors or a specu- 
lum and presses a thick swab, saturated with 
Lugol’s solution, firmly against the anterior lip 
of the cervix, flooding the upper vagina and 
completely covering the cervix with the solution. 


Realizing that the dark brown stain is due to 
the glycogen content of the normal stratified 
squamous epithelium of the portio vaginae, it 
is readily appreciated that any condition that re- 
moves a portion of these cells or replaces them 
with cells of low glycogen content will present a 
spot of suspicious appearance at the point af- 
fected and must be distinguished from an early 
cancer. Ulcerations; erosions or denudations, the 
result of trauma or disease; will appear as pink, 
unstained spots, as they have no epithelial cov- 
ering and do not take the stain. The everted 
glandular epithelium of the endocervix, being 
poor in glycogen content, does not take the stain. 
Areas of hyperkeratosis due to leukoplakia, 
luetic infection or the result of prolapse appear 
as light poorly stained spots. Every poorly 
stained or unstained spot should be regarded with 
suspicion and a strip of epithelium should be 
lifted off or the surface layer removed with a 
sharp curette and placed in a hardening solution 
for the pathologist’s examination. Fortunately, 
a newer pathology attends. With greater famil- 
iarity of the pathologist with cell pathology a 
smaller piece of tissue suffices. He searches for 
frequent mitotic figures, hyperchromatism, neo- 
plasia and anaplasia. Variation in the size and 
shape of the different cells and of their nuclei 
carries a significance unrecognized only a few 
years ago. Principally because of the wonder- 
ful work of MacCarty on cytology, trustworthy 
diagnosis may be made from a smaller fragment 
of tissue than was formerly necessary. 

The utility of the Schiller’s test is not limited 
to the virtue inherent in the test. In addition 
to the fact that this test will make cancerous 
lesions manifest earlier than they would other- 
wise become suspected, the Schiller test is of the 
greatest psychological value to the gynecologist. 
With surer mind he can insist upon routine ex- 
amination, feeling secure in his ability to demon- 
strate suspicious lesions and to recognize a cancer 
before it becomes infiltrative. Its utility is lim- 
ited somewhat by the fact that there are only 
a few of the larger medical centers where pa- 
thologists are willing to assume the responsibility 
of a diagnosis of malignancy upon a basis of 
cell pathology. Although many doubt the wis- 
dom of a decision based upon such a study alone, 
it is only by such a diagnosis that carcinoma of 
the cervix can be definitely discovered in the 
surely curative period. A diagnosis based upon 
tissue pattern is a diagnosis that has waited for 
an infiltrative lesion and the intervening time 
has multiplied a hundred fold the probability of 
metastatic lesions. 


Vol. 28 No.3 


The problem presented by the mortality due 
to cancer of the cervix uteri is a challenge to 
every gynecologist. Four of every five women 
who come to the gynecologist suffering from can- 
cer of the cervix will die from cancer of the 
cervix. No more forceful comment can be made 
in regard to the lack of efficacy of the present 
measures used in the treatment of this disease. 
The hopelessness of the therapeutic resources 
available is more manifest when it is realized 
that there is now more nearly an unanimity of 
opinion in regard to the measures to be used in 
the treatment of cancer of the cervix uteri than 
there has ever been before. Nothing is to be 
gained by a discussion of the therapeutics of 
cervical cancer. ; 


This problem cannot be solved from a con- 
sideration of its therapy. Radium, roentgen rays 
and surgery are alike of little avail. A success- 
ful attack must be directed from a different 
angle. 

One of the greatest achievements in recent 
medicine has been the decrease in infant mor- 
tality secured by the pediatrists. The impor- 
tance of keeping the baby well is stressed. Fre- 
quent routine examinations are recommended and 
their value is emphasized. By like measures 
gynecologists can secure a decrease in the mor- 
tality of cervical cancer. Heretofore an attempt 
has been made to have the woman become aware 
of the cancer and seek treatment early in its life 
cycle. The importance of irregular bleeding and 
of “spotting” as danger signals has been empha- 
sized in our talks before parent-teacher associa- 
tions and women’s clubs. Such emphasis is not 
properly placed. Emphasis must be placed upon 
the routine gynecological examination. Insist- 
ence must be placed upon the necessity of every 
woman’s having a competent gynecologist exam- 
ine her cervix when she becomes thirty years of 
age and at intervals of six months thereafter. 
Conditions that are known to play a part in the 
etiology of cancer should be treated. Cervices 
that show lacerations with scar tissue should be 
repaired. Cervices showing cervicitis should be 
treated by linear cauterization and, if prompt 
healing fails to take place, the cervix should be 
amputated and submitted to a pathologist for 
the examination of serial sections. Cervices 
showing suspicious lesions with Schiller’s test 
should be given the benefit of a pathologist’s 
opinion of the tissue removed from the suspicious 
area. The “thin, acrid discharge,” “spotting” 
and hemorrhage should not be considered as signs 
of early cancer. Although these are the signs 
that the patient first notices in a large number 
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of cases, such signs appear to the gynecologist 
as the red seal of her death warrant. The 
latent period, the interval between the first ap- 
pearance of the cancer and the time when it be- 
comes manifest by sign or symptom, is too long. 
The cancer has become infiltrative before the 
patient can possibly have any knowledge of it. 
The problem of cancer of the cervix can be 
solved, but only when the gynecologist takes the 
initiative in the matter of routine periodic ex- 
aminations. Cancer must be prevented or found 
during the latent period. 

In discussing a paper by Schmitz,® Bloodgood 
stated: 

“Ultimately, in the majority of cases, cancer of the 
cervix should be found by the microscope, and when it 
is found in this early stage the chances of a cure by 
physicians properly trained in the use of radium should 
be more than 90 per cent.” 

It appears logical to take exception to the 
word “ultimately.” It is within the power of 
organized medicine to accomplish such results at 
the present time. The necessary knowledge and 
resources are available. The problem of cervical 
cancer can be reduced to 90 per cent of its pres- 
ent formidable proportions by routine periodic 
examinations, but never if the woman is taught 
to wait for some sign or symptom to send her 
to her doctor. Not only gynecologists, but 
every physician should be familiar with the tech- 
nic of Schiller’s test. He should use it as a rou- 
tine and should insist that proper care be given 
to every lesion which is suggestive of cancer. 
Many, many lesions, not cancerous, will come 
into the gynecologist’s office, but many really 
early cancers will also come into his office. 


CONTRACEPTION 


Involuntary sterility or sterility of necessity 


has been much discussed in recent years. It is 
beyond the scope of this paper to burden you 
with a consideration of its etiology or treatment 
which you know well. Birth control and steril- 
ity are, in their ultimate effect, closely allied 
and the sociological aspects of the problem pre- 
sented by the combined effects are of greatest 
importance. Those patients who come seeking 
relief from an involuntary sterility are invariably 
those whose offspring would become desirable 
citizens. Those who are reached by the propa- 
ganda for birth control and who practice birth 
control successfully are those among whom such 
measures should be least employed. Unques- 
tionably there are innumerable instances in which 
measures of birth control should be used, but 
birth control by education of the layman or by 


j 


240 


publicity or propaganda is inherently harmful. 
It is impossible to prevent the use of contracep- 
tive measures by persons whose birth rate should 
be increased, if knowledge of such measures is 
available to them. Hirst* stated that contracep- 
tion and the dissemination of knowledge of con- 
traceptive practices has passed beyond our con- 
trol. There are at least fifty different contra- 
ceptive jellies on the market and pamphlets and 
leaflets describing their usage are left with the 
druggist with instructions that he wrap a leaflet 
in his packages. Drug store windows are 
dressed, using ‘marriage hygiene” as a motive 
and featuring different contraceptive jellies and 
devices. Unfortunately, detail men representing 
manufacturers and jobbers do not hesitate to 
approach the physician in an attempt to enlist 
his aid in the sale of these products. Such ac- 
tivities tend rapidly to increase the proportion 
of the mentally inferior in our population and 
to make inevitable the day of a communistic 
form of government in this country. It has been 
predicted that we are less than three generations 
from domination by the mentally inferior. 

As gynecologists, let us beware of participa- 
tion in the distribution of such knowledge. Let 
us rather, by friendly word and counsel, counter- 
act as far as we may the pernicious influence of 
this propaganda. The young wife comes to us 
fresh in love and harboring the idealism of youth 
and love. A word or two of advice at this time 
is of inestimable value to her. The success of 
her venture into matrimony, her husband’s con- 
tinued love and respect, the happiness of her life 
and our country’s future may depend upon the 
few words of advice given. There is a duty of 
patriotism, in peace as in war, and it is now the 
imperative duty of the so-called better classes to 
increase the proportionate number of their off- 
spring. Let us encourage this and let us combat 
the vicious effects of the propaganda for birth 
control as actively and energetically as the op- 
portunity of our profession permits. Southern 
gynecology has an enviable, a proud record. 
Lustrous names adorn a glorious path. The 
heritage of high accomplishments invites to no- 
ble thoughts and to good deeds. 


DYSMENORRHEA 


The sum total of suffering from dysmenorrhea 
is probably greater than that from any other one 
ill to which woman is liable. Approximately 50 


per cent of all women suffer from pain at the 
time of menstruation and 17 per cent from pain 
sufficiently severe to incapacitate them in some 
degree. 


Dysmenorrhea has been divided into 
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two types: essential or primary and a secondary 
type. The latter is associated with some demon- 
strable pelvic disease upon which it is dependent 
and it is commonly susceptible to successful 
treatment. In fact, it may be said that a dys- 
menorrhea which no longer appears after all un- 
questionable pelvic disease has been relieved may 
be considered a secondary dysmenorrhea, while 
a dysmenorrhea which is present when no pelvic 
disease can be determined or which persists after 
the correction of all positive pathologic condi- 
tions may be termed an essential dysmenorrhea. 
No commentary upon essential dysmenorrhea 
can give a more exact picture of the status of 
our knowledge in regard to its etiology than the 
fact that its differentiation from secondary dys- 
menorrhea depends upon these facts. Many 
theories of etiology have been suggested, but be- 
hind each stands this spectre of differentiation. 

Although it appears to be illogical to believe 
that the unclotted menstrual blood should meet 
with obstruction sufficient to be productive of 
expulsive efforts that would cause pain, this 
view is probably the oldest and most widely ac- 
cepted. Novak has done much to render the 
support of the mechanical obstruction theory an 
uncomfortable and difficult position. He has 
computed that only about two-thirds of a drop 
of blood a minute is passed in the average nor- 
mal menstrual flow, and has demonstrated that 
a probe can be readily passed into the uterine 
canal during the height of the menstrual pain, 
without meeting obstruction. 

Hypoplasia of the female genital organs, espe- 
cially of the uterus, is thought by many to be 
the chief factor in the production of essential 
dysmenorrhea. But a careful analysis would 
seem to render such a theory untenable. The 
hypoplasia may, in certain instances, be indica- 
tive of a constitutional status. It cannot be con- 
sidered as a condition parallel to and not related 
to the psychogenic factor in other cases. Par- 
ticularly is this true if the patient is aware of 
the under-development of her genital organs. 
Frequently a hypoplasia is found in women who 
do not suffer from dysmenorrhea and in numer- 
ous instances the dysmenorrhea appears after the 
patient has enjoyed many years of painless men- 
struation. 

There can be small doubt that constitutional 
factors play a part in a great number of cases 
of dysmenorrhea, as many cases are improved 
and some completely relieved of their pain by 
measures directed entirely toward the improve- 
ment of their general health. Such patients may 
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harbor a lowered threshold of pain which im- 
provement in the general health tends to raise. 
It is possible in these cases that the disregard 
of the pelvic condition on the part of the physi- 
cian and his advice to continue the usual rou- 
tine of exercise during menstruation minimize 
in the patient’s mind the importance of her 
menses and enable her to disabuse her mind of 
the exaggerated idea of their importance which 
she had held. Thus, the psychogenic factor en- 
ters into the cure, which is usually considered an 
accomplishment upon a purely constitutional 
basis. 


The psychogenic factor is important in every 
case of essential dysmenorrhea and the leaven in 
many remedies is confidence in the physician 
who administers it. For this reason, it is imper- 
ative that the adolescent girl should not be per- 
mitted to attach too great importance to the ap- 
pearance of her menses. It should be regarded 
by her as a normal function and not as a phe- 
nomenon of great significance. However, much 
injustice and unnecessary suffering will be per- 
mitted if essential dysmenorrhea is considered to 
be purely a manifestation of hysteria. Such an 
attitude cannot be condoned, in spite of essen- 
tially negative results in special and general ex- 
aminations. 

Recently Novak and Reynolds® have done 
much work upon the relation of the female sex 
hormones to primary dysmenorrhea as etiological 
factors. Much ingenuity has been manifest in 
their determination of the effect of these hor- 
mones upon uterine contractility and the authors 
believe they have offered evidence to indicate 
that the immediate cause of the dysmenorrhea 
is the exaggerated and painful contractility of 
the uterine musculature. They reach the conclu- 
sion from their studies that progestin and the 
prolan-containing substance prepared from the 
urine of pregnant women have an inhibitory ef- 
fect upon the uterine contractility and are indi- 
cated in essential dysmenorrhea. 

The treatment of essential dysmenorrhea re- 
mains the problem it has always been. Its treat- 
ment is based entirely upon empiricism. The 
abundance of remedies bespeaks the poverty 
of their quality. Those measures used solely 
for the purpose of relieving pain will not be 
considered in this discussion, although relief 
from pain will always remain the physician’s 
obligation. Those measures and remedies used 


with the hope of curing the condition have been 
directed somewhat by the conception of the eti- 
ology entertained by the originator of the par- 
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ticular type of treatment used. Thus, mechan- 
ical obstruction being one of the oldest and most 
widely held theories of the cause of essential 
dysmenorrhea, dilatation of the cervix uteri with 
the addition of special individualized additions 
is one of the oldest and most widely used meas- 
ures for its relief. It may be said further that 
adequate dilatation of the cervix uteri is prob- 
ably the most dependable measure available at 
the present time.® Although the relief afforded 
is of a temporary nature, persisting from a few 
months to eight or ten months in the average 
case, and, although a few cases apparently re- 
ceive no benefit from dilatation, it is probable 
that if only one measure were allowed, dilata- 
tion would be the procedure of greatest choice. 


In cases associated with definite hypoplasia 
and in which organotherapy would seem to be 
indicated, such treatment has not proven of value 
in the writer’s experience. It is probable that 
treatment of this kind should be administered 
before the genital organs reach maturity in order 
to prove effective. This is difficult, as the 
menstruation with which the discomfort is as- 
sociated is a harbinger of maturity and the ap- 
proaching maturity, by preemption, robs this 
remedy of any therapeutic value it might have 
possessed. 


Attention to the general health of the patient, 
relief of anemia, and talks and measures directed 
toward removal of the psychic factor are of 
great value in every case. Many cases are re- 
lieved by these measures alone. All cases should 
receive such attention before resort to operative 
procedures is considered. Unfortunately, there 
remains a large number of intractable cases, per- 
sisting after all of the usual measures have been 
tried. In such cases we entertain the thought 
of more radical measures, such as radium emana- 
tion, x-ray therapy and hysterectomy with regret 
for the necessity which compels their use. In 
the distinctly hypoplastic cases such measures 
are used with less hesitancy than when exam- 
ination reveals a uterus of normal size capable 
of fruition. Recently many reports of favorable 
results after resection of the superior hypogas- 
tric plexus for relief of intractable dysmenorrhea 
have been made, Wetherell,’ Adson and Ma- 
son® and others being well pleased with the re- 
sults obtained. It would seem advisable to re- 
sort to this procedure in preference to radium, 
roentgen ray or hysterectomy, but to consider it 
as a radical measure to be employed only after 
the failure of all palliative remedies and of less 
radical operative procedures. The writer has not 
personally made use of presacral neurectomy, 
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but is favorably impressed with its possibilities 
and will not hesitate to use it in preference to 
more mutilating measures. 


Primary dysmenorrhea presents a major prob- 
lem for investigation. Why does pelvic disease 
produce painful menstruation in many cases? 
Why does the pain in these cases cease after re- 
moval of the pathologic tissue? What explana- 
tion can be offered of the mechanism of pain 
production in secondary dysmenorrhea? Is 
there an essential difference between primary 
and secondary dysmenorrhea? If so, does a pri- 
mary dysmenorrhea become a secondary dys- 
menorrhea when a cure is effected? These and 
many more questions present themselves to the 
thoughtful observer and a realization of the 
great need for knowledge in regard to the eti- 
oloy and treatment of dysmenorrhea comes to 
him. 
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THE RELATION OF TRAUMA TO ABOR- 
TION, PREMATURE DELIVERY AND 
UTERINE BLEEDING* 


By Lucius E. Burcu, M.D., 
Nashville, Tennessee 


The officials of the great corporations as a 
rule are men of intelligence, character and sense 
of justice. Their legal departments are in charge 
of jurists of large experience who know the law 
and apply the rule that honesty is the best pol- 
icy. The majority of claims on a corporation 
are, like those on the Government, either ficti- 
tious or are much exaggerated. It is therefore 
natural that they are skeptical concerning any 
complaint that is brought before them. One dis- 
tinguished chief counsel told me that it was his 


*Read in Section on Railway Surgery, Southern Medical Associa- 
tion, Twenty-Eighth Annual Meeting, San Antonio, Texas, Novem- 
ber 13-16, 1934. 

*From the Department of Obstetrics and Gynecology, Vander- 
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policy always to settle any just claim out of 
court, but to fight to the limit the fictitious and 
the exaggerated ones. He also remarked that 
he had the machinery and the talent among his 
staff to carry this out. The laity and some 
of our profession believe that trauma is a fre- 
quent cause of abortion, precipitate labor, and 
uterine bleeding. An attempt will be made in 
this paper to clarify the subject and to present 
both sides of the question. The conclusions ar- 
rived at are based on a study of the literature 
and an experience in this line of work that covers 
many years. 

Before going into the subject let us review 
briefly the physiology of menstruation, ovulation 
and conception. The normal woman menstru- 
ates every twenty-six to thirty days with a dura- 
tion of two to seven days. There are to this 
rule, as to every other, many exceptions, and for 
this reason great stress is placed on a most care- 
ful history from the menarche up to the time 
of the first consultation. The normal woman 
ovulates (lays an egg) midway between the pe- 
riods. This egg or ovum lives for only two days, 
and for this reason the modern view that concep- 
tion can occur during only two to three days in 
a month is correct. Certain changes occur in 
the uterus for the reception of this egg or ovum. 
Nature each month builds a nest to receive the 
fertilized ovum and carry it on to full matura- 
tion. Should conception fail to occur the nest 
breaks down and menstruation takes place. The 
ovaries control this cycle through their internal 
secretions. At present there are two known hor- 
mones derived from the ovary. One is spoken 
of as the female sex hormone or estrin and is 
derived for the most part from the ovarian folli- 
cles. This hormone is secreted throughout the 
intermenstrual period. The second hormone is 
only found after ovulation. A yellowish body is 
formed at the site of the ruptured follicle that 
produced the ovum, spoken of as the corpus lu- 
teum, and it is from this that the second hor- 
mone is derived, which is spoken of as progestin. 
The corpus luteum also produces a small amount 
of estrin. Estrin controls the changes in the ute- 
rus up to the time of ovulation and then the pre- 
menstrual changes are brought about by the ac- 
tion of both estrin and progestin. If pregnancy 
is not present and ovulation fails to take place, 
the endometrium is stimulated by estrin alone 
and a hyperplasia occurs, which is one of the 
most common causes of uterine bleeding. These 
cyclical changes in the uterus can be studied by 
making biopsies and examining the tissue. It is 
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a most useful procedure in making a diagnosis 
of obscure uterine bleeding. One can by this 
method eliminate malignancy, but also tell the 
stage of the cycle and whether ovulation has 
taken place, which is most important in the 
study of uterine bleeding and sterility. While 
the ovaries control the changes in the uterus they 
are stimulated by a hormone or hormones from 
the anterior pituitary spoken of as _prolan. 
These two glands have a reciprocal effect. The 
anterior pituitary stimulates the ovaries and 
estrin, one of the ovarian secretions, depresses 
the anterior pituitary. This reciprocal action is 
believed to exist between the ovaries, thyroid 
and other glands of internal secretion. | 

Uterine bleeding is a most common condition 
and in 85 per cent of cases is due to one or more 
of the five common conditions: cancer, abortion, 
fibroid tumor, extra-uterine pregnancy and endo- 
crine conditions. I have impressed upon my stu- 
dents these five common causes of bleeding by 
making them remember the word ‘“Cafee,” each 
letter in the word standing for one of the five 
etiological factors. By remembering this word 
and for what each letter stands, one can, by get- 
ting the age of the patient and a careful history 
have a fairly good idea of what he will find on 
pelvic examination in many cases. 

The most common condition producing uterine 
bleeding is hyperplasia of the endometrium and 
one can see from a study of the physiology of 
ovulation that it is an impossibility to produce 
this by trauma. 

Gynecologists sometimes express from the 
ovary during operation a fresh corpus luteum for 
the purpose of study. This is invaribly followed 
by menstruation. 

The veterinarian also produces pressure on 
the ovary per vaginam in cattle for the purpose 
of making them more fertile. It can be easily 
seen that trauma in the human being cannot 
produce uterine bleeding unless direct violence 
is exerted on the ovary or the uterus. 

It is conceivable that trauma might cause a 
twist of the pedicle on an ovarian cyst or a sub- 
mucous pedunculated fibroid and uterine bleed- 
ing might occur. It is an accident that J have 
never seen, but it is in the range of possibilities. 
The woman with gonorrhea associated with an 
inflammatory disease of the appendages might 
bleed following a severe trauma. This is also 
a rare incident. Crossen mentions that menor- 
rhagia may be caused by functional pelvic con- 
gestion, for examples, from certain occupations, 
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long automobile rides, violent exercise, recent 
matriage. 


Graves mentions that menorrhagia may be due 
to excessive or abnormal coitus. The more mod- 
ern text-books, Bland, Davis, Curtis, Lewis’ Sys- 
tem, make no reference to trauma as producing 
menorrhagia. 


Let us now consider what effect trauma will 
have on abortion or premature delivery. Curtis 
says: 


“The popular belief that trauma is a principal factor 
in abortion is hardly tenable, for we know that the 
uterus will endure shocking traumatic insults without 
aborting. Even after a large majority of surgical op- 
erations upon the pregnant woman, the uterus makes 
no attempt to expel its contents. The author has op- 
erated on many pregnant women with a negligible num- 
ber of abortions. He once removed a very large bone 
hairpin from a three months pregnant uterus by a 
vaginal hysterectomy, followed by no attempt at abor- 
tion. While trauma is an undoubted cause of abortion, 
its influence has been greatly overestimated. 

“If the ovum be carefully examined in cases attributed 
to accidents, it will usually be found that death of the 
fetus antedated the trauma and that the real cause of 
the abortion was the condition that caused the death 
of the fetus. 

“Trauma sufficient to rupture the membranes is an 
undoubted cause of abortion (Huntington). In most 
cases there must be something more fundamental than 
trauma, as is shown by the ease with which some women 
abort after the slightest shock, while others endure the 
grossest manipulations with impunity (Datnow). Aber- 
nethy could be certain of traumatic etiology in only 4 
per cent and doubtful trauma in 20.8 per cent of his 
cases. 

“That those uteri which abort so readily are highly 
irritable is hardly a satisfying explanation when we re- 
call the fundamental causes of abortion.” 


DeLee says: 


“Trauma or violence is very frequently advanced by 
the patient to explain the accident, but unless it is ap- 
plied to the uterus direct, we must assume that one 
of the predisposing causes, endometritis, etc., is really 
active. A special predisposition must exist to explain 
those cases where a slight jar, a misstep, a nervous 
shock, an automobile ride, and other mild occurrences 
bring on abortion. On the other hand, the severest in- 
juries, mental and physical, are sometimes inflicted on 
the gravida without disturbing the uterus. Thomas 
quotes a case where a pregnant woman jumped from 
an upper window, falling through a shed on to a stone 
flagging, but carried through to term. He also reports 
another case where a heedless boy threw a dead, bleed- 
ing, black snake around his sister’s neck and, in spite 
of the fact that she suffered from hysteric syncope and 
convulsions for several days, the pregnancy, then at four 
months, went to term. The child was not ‘marked.’ 

“Excessive coitus is a frequent cause of abortion in 
the newly married. Either the absorbed spermatoxins 
killed the embryo, or the corpus luteum formation was 
hindered by the frequent bursting of graafian follicles 
superinduced by sexual intemperance, or the mechanical 
and vascular disturbance loosens the ovum from its 
bed. Operations come under the head of trauma, but 
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unless some predisposition exists, usually do not affect 
the pregnancy. The author has removed fibroids from 
the pregnant uterus, in one case exposing the chorion, 
and has amputated the cervix without inciting con- 
tractions. On the other hand, a slight operation on a 
distant organ may result in miscarriage. Ovarian tumors 
have repeatedly been extirpated safely (66 per cent of 
cases), aS have also breast and other tumors. It is 
usually the shock and sepsis which bring on the abor- 
tion. Appendicitis cases are especially prone, probably 
because of the infection. Removal of both ovaries 
during pregnancy has brought out the fact that they 
are not needed for labor, because the pregnancy and 
parturition have so often proceeded naturally. It seems 
that double ovariotomy in the early months is more 
dangerous to gestation than later, and the fact is ex- 
plained on the theory that the secretion of the corpus 
luteum is necessary for the growth of the ovum and 
uterus.” 


Carl Henry Davis states that abortion at 
times may be associated with a severe physical or 
nervous shock. It occasionally follows grief or 
fright. In such cases the abortion material 
should be examined microscopically, since ab- 
normalities usually can be demonstrated. 


Trauma is frequently mentioned as the cause 
of abortion, and to the lay mind, especially, it is 
believed to play a very definite role. While 
even slight damage of the abdominal wall, or 
moderate exertion, as in falling or lifting, ex- 
ternal injury, or excessive coition, or even manual 
manipulation may occasionally provoke abortion, 
personally we cannot recall a single case that 
could be ascribed to violence thus inflicted. 

In some patients pelvic operation, and even 
intrauterine manipulation, unless infection fol- 
lows, may fail utterly in intérrupting pregnancy. 
We have repeatedly removed ovarian cysts, and 
even tumors from the uterine wall itself, without 
disturbing the pregnancy. 

Severe violence may sometimes be influential, 
but as a cause it cannot be classed as frequent, 
except, probably, in patients who are especially 
prone to abort. Abortion following accidental 
violence does not result from damage to the 
uterus, but from rupture of the chorionic sac, or 
from hemorrhage following partial detachment of 
the ovum from the uterine wall. 

Premature delivery or precipitate delivery pro- 
duced by trauma is exceedingly rare. DeLee 
makes little reference to the effect of trauma on 
premature labor, but apparently regards it as 
he does its effect on abortion. No reference is 
made in the other text-books or they view its 
effect as similar to that of trauma to abortion. 


CONCLUSIONS 


(1) A careful history, a complete physical ex- 
amination, all necessary laboratory aids, includ- 
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ing Wassermann and thorough pelvic examina- 
tion, are essential before arriving at a final con- 
clusion as to the cause of abortion, premature 
delivery or uterine bleeding. 

(2) In abortion cases the products of concep- 
tion, if obtainable, should be examined micro- 
scopically. 

(3) Abortion and premature delivery may oc- 
cur following trauma. It is an exceedingly rare 
sequela and in those cases in which it does occur 
the majority will show some abnormality in the 
fetus or membranes. 

- (4) Uterine bleeding following trauma is ex- 
ceedingly rare and should it occur a biopsy is 
indicated. 


DISCUSSION (Abstract) 


Dr. F. Webb Griffith, Asheville, N. C—There is no 
doubt that many times trauma is the direct cause of 
abortion, but by no means as often as is generally con- 
sidered. Merely the fact that there is an accident, and 
shortly afterwards a termination of pregnancy, does not 
prove that an etiological relation exists. That, how- 
ever, is very hard to prove to a jury. 

I recently examined and operated. upon a patient for 
uterine bleeding which started shortly after an auto- 
mobile accident. It was necessary to do a hysterectomy 
because of the pathologic condition found in the uterus. 
It is probable that the accident did start a little bleed- 
ing, but the real cause was the underlying disease. The 
patient brought suit, stating that the accident brought 
on a hemorrhage, which necessitated a rather severe 
abdominal operation. The defense claims that while the 
accident should not have occurred, yet it really did the 
patient a great service by causing some bleeding, which 
attracted her attention and that of her physician, and 
that the operation brought relief; and if it had not been 
for the accident the disease might have progressed to the 
stage where surgery might not have sufficed for a cure. 


Dr. J. A. Watts, San Antonio, Tex.—After thirty years 
of experience in traumatic surgery I am of the opinion 
that abortion or menstrual disorders are coincident to 
and not the result of injury. The frequency of this 
condition following trivial accidents and rarity in severe 
injuries is quite marked. Records will show that where 
the injured fall into competent, conscientious medical 
hands, these occurrences are practically nil, while where 
there is intervention of designing individuals a sur- 
prising frequency of them occurs. Gynecological and 
obstetrical complications do occur, but only when a 
pathological condition exists. 

The difficulty and failure encountered in attempts 
to terminate a normal pregnancy which is undesired are 
too well-known to need discussion. 

The factors to my mind necessary to cause abortions 
or menstrual disturbances are preexisting conditions in 
the individual, a trivial accident and improper handling. 
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LID CONTROL SUTURES IN THE INTRA- 
CAPSULAR OPERATION FOR 
SENILE CATARACT* 


By Josepu L. McCoot, M.D., 
San Francisco, California 


Unfortunately, the wide divergence of opinion 
which exists among surgeons of mature expe- 
rience as to the relative merits of the capsu- 
lotomy and intracapsular rethods of cataract 
extraction has led to discussions which, at times, 
have bordered on the acrimonious. While there 
are many sound arguments pro and con, it can- 
not be denied by the opponents of the intra- 
capsular that the ideal to be striven for in any 
cataract operation is the complete removal of 
the capsule, cortex and nucleus; provided, of 
course, that this can be accomplished in such a 
manner as to insure the maximum operative 
and postoperative safety to the eye. 


Intracapsular operations are of four types: in 
the first type, the lens is expelled by direct pres- 
sure on it and on the contents of the globe. 
In the second, an instrument is introduced into 
the eye, which, acting like a scoop, extracts the 
lens in its capsule. In the third the zonule is 
ruptured by traction on the lens capsule. In 
the last the lens is extracted by a combination 
of two or more of these procedures. 


In any form of cataract operation, whether 
it be capsulotomy or intracapsular, the chief 
complications which may arise, either at the 
time of operation or in the healing process, are 
loss of vitreous and iritis. The specter of the 
former and the relative infrequency of the latter 
are at once the vice and virtue of the intra- 
capsular operation. To say that liability to 
vitreous loss is no greater in any form of the 
intracapsular than in the capsulotomy operation 
is absurd, but it is also unfair to say that all 
types of intracapsular operations are equally 
liable to this unfortunate complication. How- 
ever, no matter what technic is used, the very 
nature of the structures involved renders the eye 
more liable to the accident. The support which 
the posterior capsule and the zonule attachment 
give to the vitreous in the capsulotomy operation 
is definite and real and, of course, is lacking 
when these structures are removed. 

When judging any operative technic from the 
standpoint of vitreous loss it seems to me that 


*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Twenty-Eighth Annual Meeting, San An- 
tonio, Texas, November 13-16, 1934. 
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it is essential to differentiate sharply between 
prolapse of this body as the direct result of the 
manipulation in effecting the delivery of the 
lens, and that which occurs either before or 
after this has been accomplished, due either to 
the action of the extra-ocular muscles, the orbi- 
cularis, or both. All forms of intracapsular 
delivery may be accomplished by vitreous loss 
due to uncontrollable muscular action, but when 
one is considering this accident as the result of 
direct manipulation of the eye itself, certainly 
it is far more frequently encountered in the 
type of extraction due to pressure alone than it is 
where traction and pressure are used syn- 
chronously. 


There are three preliminary procedures em- 
ployed in practically all intra-ocular operations 
which should be mentioned at this time. They 
have reduced immeasurably the risk attendant 
upon the extraction of a cataract either by the 
intracapsular or extracapsular method. 

I have reference to akinesis, deep orbital in- 
jections, and the superior rectus suture. 

In order to paralyze the orbicularis, Wright 
advocated the infiltration of the tissue sur- 
rounding the main trunk of the facial nerve after 
it emerged from the stylomastoid foramen. This 
method never became very popular, chiefly be- 
cause of the difficulty in reaching the nerve and 
because of the facial palsy which ensued. 

The method suggested by O’Brien, of infil- 
trating the tissues surrounding the temperofacial 
branch of the seventh nerve as it crosses the 
condyle of the inferior maxilla, is used by many 
surgeons and has much to recommend it. 

Finally, the area immediately surrounding the 
orbicularis may be infiltrated as suggested by 
Van Lint. This is the method, slightly modified, 
which I use. 

A 40 mm. platino-iridium needle is used to 
make the injection at a point 2.5 cm. external 
to the external canthus. Six c. c. of 2 per cent 
procaine solution, to which epinephrine has been 
added in the proportion of 1-15,000, are used 
in effecting akinesis. The needle should be 
thrust down to the periosteum before any of 
the solution is injected, as the terminal fibres 
of this nerve lie very close to the bone at this 
point. It is then directed along the inferior 
margin of the orbit, injecting 2 c. c. of the solu- 
tion as it advances. The needle is partially 
withdrawn and more of the solution is injected 
in the same manner along the superior margin 
of the orbit. 
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With a smaller and finer needle the upper 
and lower lids are infiltrated to make the in- 
sertion of the lid sutures painless. Finally, a 
small amount of the solution is injected along 
the side of the nose above the inner canthus. 
This anesthetizes the skin of this region and 
prevents any sudden movement of the patient 
should the point of the cataract knife prick the 
skin during the forward thrust. 

Anyone who has seen the flaccid condition 
of the lids so injected can appreciate the fact 
that at least one source of danger has been 
eliminated. 

However, vitreous prolapse due to movements 
of the eye and to the normal tonus of the extra- 
ocular muscle, is difficult to eliminate and can- 
not be attributed to any contraction of the 
orbicularis. 

Twenty-five years’ experience in ophthalmic 
surgery has convinced me that 90 per cent of 
the complications which arise during operations 
on the eye are due to pain, and that if this is 
eliminated there is a much greater chance of 
completing them satisfactorily. 

Retrobulbar injections of procaine solution 
are used by most ophthalmic surgeons, and this 
part of the technic certainly merits the popu- 
larity which it enjoys. 

If I were obliged to discard all of the meas- 
ures which we use to safeguard the integrity of 
the eye in intra-ocular surgery save one, I would 
unhesitatingly retain retrobulbar injections. It 
not only makes the iridotomy or iridectomy ab- 
solutely painless, but prevents any involuntary 
movement of the patient should the iris be cut 
when the incision is being made. Furthermore, 
there is no pain when the lens is passing through 
the pupil. At this critical stage of the operation 
it is imperative that the operator shall have 
complete control of the situation. He most 
certainly cannot have this if the maneuver is 
painful. 

I use 2 c. c. of 4 per cent procaine solution 
to which has been added 2 drops of 1-1,000 
epinephrine solution immediately before the in- 
jection is given. 

The needle, which is of platino-iridium 40 mm. 
long, is brought to a cherry red by passage 
through an alcohol flame, enters the orbit 
through the skin at the lower orbital margin 
about 1 cm. down, and to the nasal side of the 
external cantha ligament. The point of the 
needle follows the lower external wall of the 
orbit for its entire length. Before injecting any 
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fluid the plunger is withdrawn so that one may 
be sure that the needle has not entered a vein, 
By manipulating the syringe the tip of the 
needle is directed beneath the lower border of 
the external rectus muscle close to the globe 
so that the maximum amount of the solution 
shall infiltrate the region of the ciliary ganglion 
and nerves. 

After the needle is withdrawn a cotton or 
gauze compress is placed on the closed lids and 
slight pressure is made to prevent any prop- 
tosis which might ensue. Fortunately, I have 
never had to meet this complication and it is not 
likely to occur if only 2 c. c. of solution are 
used. 

This injection follows the lid injections im- 
mediately and usually there is an interval of 
from five to eight minutes before the incision 
is made. 

Two by-products of the retrobulbar injections 
are slight hypotony and paresis of the inferior 
rectus muscle. I consider them advantages be- 
cause the former reduces the liability of undue 
bulging of the wound, and possible vitreous pro- 
lapse, and the latter prevents sudden looking 
down during the operation. 

In order to facilitate the placing of the su- 
perior rectus suture the assistant forcibly rotates 
the eyeball downward, and the tendon of the 
muscle is grasped with a very sharp mouse tooth 
forceps immediately behind the insertion. It is 
important that the tendon itself shall be grasped 
by the forceps, as well as the overlying con- 
junctiva and capsule. If the latter only are in- 
cluded in the suture the control of the move- 
ments of the eye will be ineffectual. The closed 
forceps, therefore, should be placed lightly over 
the insertion of the tendon and the conjunctiva 
and capsule pushed to either side. The forceps 
are opened the required amount, then closed 
over the tendon by making substantial pressure 
toward the center of the globe, and the suture 
is inserted. 

Following the suggestion of my associate, Dr. 
Dickey, a small amount of a 3 per cent solution 
of epinephrine bitartrate is applied to the re- 
gion below the cornea from 4 until 8 o’clock in 
order to effect a localized dilatation of the pupil 
at this point. A small cotton pledget saturated 
with a few drops of the solution may be ap- 
plied at this point, or the areas wiped with the 
solution carried on a cotton wound applicator. 
Applied in this manner it is just as effective as 
a subconjuntival injection of a weaker solution, 
and has the added advantage that it does not 
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balloon the conjunctiva and interfere with fixa- 
tion. The application should be made about 
five minutes before the eye is incised. 

The next step is to dissect from above the 
cornea a small triangular flap consisting of con- 
junctiva and underlying tissue. This is under- 
mined down to the limbus. No. 1 black 
silk suture threaded on a No. 6 Gruss needle is 
passed through the tip of the flap and then 
through the conjunctiva above. The free end of 
the suture and a portion of the loop are laid 
over the cornea and are subsequently used by 
the assistant to raise the corneal flap when the 
incision is made, the iridotomy is performed and 
the operator inserts the capsule forceps. 

The three points upon which I should like to 
lay particular stress in this paper are the lid 
control sutures, the combined capsule forceps 
and needle, and, finally, the manner in which the 
lens is dislocated and delivered. 

Several years ago I discarded specula, lid 
hooks and retractors in favor of multiple sutures 
for controlling the lids in cataract extractions, 
and in all the intra-ocular operations in which it 
is necessary or desirable to raise the lids from 
the globe in order to enlarge the operative field 
or make it more accessible. 


With good akinesis the flaccid lower lid offers 


no problem. In many cases it makes no pres- 
sure on the glove and may be pushed out of 
the way with the fixation forceps. However, it 
is better to insert a double suture in the middle 
of the lid. The two free ends are clamped with 
a light mosquito forceps, the weight of which is 
usually sufficient to evert the lid, or it may be 
held by an assistant. 

The control of the upper lid is not quite so 
simple, and much depends upon the manner in 
which the sutures are placed and manipulated. 

The double sutures must be used; neither one 
nor two will do. The reason for this I shall ex- 
plain later. The middle of the upper lid is 
grasped with a light dressing forceps, one blade 
on the conjunctiva and one on the skin surface. 
A curved needle carrying about eight inches of 
No. 3 white twisted silk is inserted 3 mm. from 
the lid border in such a way as to include in its 
bite skin, muscle and pretarsal fascia, and, if 
possible, a portion of the tarsal plate. If the 
needle should emerge on the conjunctival sur- 
face no harm would be done, but it is not nec- 
essary for it to do so to secure adequate con- 
trol of the lid. 

Two more sutures are inserted, one midway 
between the first and the external canthus, and 
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the other midway between the first and the 
internal canthus. 


The six sutures are then arranged in such a 
way that they shall be parallel to one another, 
and they are held in place by a special forceps. 
While they are still in the operators grasp, be- 
fore the clamp is finally closed, the two central 
sutures are drawn up shorter than the lateral 
ones so as to ensure a curved lid border, the 
reason for which is obvious. The sutures are 
clamped about two inches from the lid margin. 

If a single suture is used a v-shaped arrange- 
ment of the lid is effected, and while this ensures 
ample space in the center, the two sides of the 
lid margin in certain eyes have an undesirable 
tendency to compress the globe. Furthermore, 
even though it does compress the globe, there is 
a tendency for the lateral margins of the lid to 
cover the ends of the incision and interfere 
with the toilet of the wound. 

If two sutures are used the straight edge of 
the lid between the sutures limits the operative 
field and also interferes seriously with the toilet 
of the wound. 

It is important that each pair of sutures shall 
be equidistant from the other when the clamp 
is finally closed and locked. They should not 
be bunched, because the ability to manipulate 
the margin of the lid is then lost. 

With the three sutures inserted and held in 
the clamp, as I have suggested, the assistant 
can manipulate the nasal and temporal margin 
of the lid so that the operator shall have free 
access to any part of the wound and prevent 
it from touching the globe at any point. 

With regard to the control of the upper lid 
during the several stages of a cataract operation 
there are two points which I should like to em- 
phasize: first, the position of the lid when the 
incision and iridotomy are made; and second, 
that which it is made to assume when the lens 
is being delivered, and immediately afterwards 
until the operation is completed. 

While the incision is being made it is essential 
that the operator shall have as much room as 
possible. This is accomplished by making trac- 
tion on the lid sutures in a plane at right angles 
to the optic axis. This position is maintained 
while the iridotomy is made and until the cap- 
sule forceps have been inserted into the anterior 
chamber and have grasped the capsule of the 
lens. 

As soon as the dislocation and expression of 
the lens has begun, the forceps controlling the 
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upper lids sutures is gradually lifted as much as 
possible. This will usually not exceed 30 de- 
grees from the horizontal while the capsule for- 
ceps are in the eye. However, as soon as the 
lens is delivered the forceps are raised still more 
so that the axis of traction is almost coincident 
with the optic axis. 


The advantage of the triple lid sutures is that 
the assistant is able to raise or lower the lid 
any required amount to meet contingencies as 
they may arise. Except in those cases which 
have prominent eyeballs, the conjunctival su- 
ture is usually tied under the partially-lowered 
lid. 

The reposition of the iris and the adjustment 
of the conjunctival flap are effected from either 
side, also beneath a partially-lowered lid. 

The question may be asked, whether there is 
a tendency to lid eversion when traction on the 
suture is made. I have had two cases in which 
this did occur when traction was made at right 
angles to the optic axis, but never except in this 
position. A small Desmarres lid elevator placed 
under the upper lid will counteract this com- 
plication. This should be allowed to remain 
until the lens is delivered. It may be removed 
during the toilet of the wound or allowed to 
remain if everything is going well. However, 
eversion occurs too infrequently to be considered 
a serious objection to the use of the triple su- 
tures for controlling the upper lid. 

For the past twenty years, with the exception 
of an interlude of three, during which I used 
the Barraquer operation of vacuum fixation, I 
have used a technic modified after that which 
was first described by Torok and afterward 
practiced by Elschnig. 

In the Stanculean-Knapp operation the lens 
is dislocated with a blunt forceps. After the 
zonule fibres have been ruptured the forceps 
are withdrawn and the lens in its capsule is ex- 
pressed as in the extracapsular operation. 


In the Torok-Elschnig operation the capsule 
is grasped as low down as possible and by a 
side-to-side, up-and-down motion the zonule 
fibres are broken. Instead of releasing the cap- 
sule it is retained in the grasp of the forceps 
and pressure is made on the eyeball below the 
limbus in such a manner that the lens is tum- 
bled; that is, it rotates around a horizontal axis 
so that the lower edge is delivered first. 

The technic which I now use was inspired by 
a paper by Smith® in which he described a 
method that he has developed whereby he de- 
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liberately tumbles all types of lenses by utiliz- 
inig the vitreous to effect the rupture of the 
zonule. 


In his original method for tumbling the lens 
the tip of the expression hook was placed over 
the lower portion of the cornea and pressure 
was made in such a way that the tip rested 
against the ciliary ridge. After this occurred 
traction was made toward the patient’s feet, 
thereby permitting the vitreous body to force 
its way between the ciliary ridge and the lower 
edge of the lens and break the zonule at this 
point. He found, however, that this was not 
applicable to all types of cataract. He aban- 
doned this method and instead places a spoon 
over the wound so as to support the upper half 
of the lens and the underlying vitreous. The 
expression hook is then laid flat on the sclera 
with the knee toward the cul-de-sac and the tip 
resting on the globe well below the limbus. By 
making pressure with the entire hook the vit- 
reous is forced between the ciliary ridge and the 
equator of the lens, the zonule is ruptured and 
the underlying vitreous revolves the lens around 
the horizontal axis. The pressure of the spoon 
above holds the upper half of the lens in posi- 
tion and facilitates the revolution. 

The part of this technic which I have adopted 
is that in which the vitreous is used to break 
the zonule fibres. However, instead of using 
the spoon to make the counter pressure over the 
wound, it seemed to me that if the capsule were 
grasped in the pupillary area and not near the 
lower margin of the pupil it would afford the 
necessary counter pressure against which the 
lower half of the lens could be made to revolve 
in its delivery. 

It is important that only a very small bite 
of the capsule be taken by the forceps so as 
to avoid stretching the capsule and thereby 
inviting a rupture of this membrane. 

Unlike most of the other operations in which 
a blunt capsule forceps is used, no attempt is 
made by movements to dislocate the lens at 
any point. It is held firmly but lightly in the 
position which I have just described until after 
the lower portion of the lens is dislocated. This 
is the maneuver borrowed from Smith’s technic, 
which takes the place of the spoon or spatula 
placed over the wound. 

Without making any traction on the capsule 
whatsoever, the tip of the expression hook is 
placed on the sclera at a point at least 4 mm. 
from the limbus, and pressure is exerted directly 
toward the center of the globe for a few sec- 
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onds. If there is no evidence of the zonule’s 
rupturing opposite this point, which can be de- 
tected at once by bulging of the iris, the tip is 
moved around from side to side, maintaining 
the same distance from the limbus. This 
maneuver might be called feeling for a weak 
spot in the zonule. 


In not a few cases one will encounter lenses 
in which the zonule does rupture at one side or 
the other of the vertical meridian. 

The moment that the operator is sure that the 
zonule has ruptured the pressure on the globe 
is relaxed and for the first time slight traction 
on the forceps is exerted. 

As the delivery progresses the tip of the ex- 
pression hook follows the emerging .lens and 
gradually folds the lower portion of the cornea 
behind it, maintaining this membrane against 
the lens. If the lens is hard, with very little 
soft cortical material, the operator can see a 
very definite revolution of the lens around the 
horizontal axis. Many times, however, a lens 
with much soft cortex will actually mold itself 
in delivery and hang suspended on the forceps 
without any visible tumbling. 

In order to convey in a few words the various 
steps in the delivery of the lens let me segre- 
gate them as follows: 

Fixation of the lens with the capsule forceps, 
with no traction; pressure on the globe, with the 
tip of the expression hook four or five mm. 
below the limbus in the vertical meridian, a 
sliding motion, with pressure to either side con- 
centric with the limbus; pressure of vitreous 
against the back of the lower half of the lens 
and between the equator and the ciliary ridge. 
As the lens begins to show evidence of disloca- 
tion begin traction and release scleral pressure, 
as the movement progresses more traction and 
a sliding upward of the tip of the expression 
hook to tuck the cornea behind the lens as it 
passes between the lips of the wound. 

Occasionally, just as the lens is about to be 
delivered and the cornea has been tucked against 
its posterior surface it refuses to budge any 
further. It lies half in and half out of the 
wound, with the lower edge pointing toward the 
operator. The body of the lens lies between 
the scleral lip above and the tip of the expres- 
sion hook below, with the cornea between it and 
the lens. 

The capsule forceps may retain its hold on 
the unruptured capsule, or it may have torn this 
membrane, and despite the fact that the cornea 
is tucked behind the lens, it refuses to budge. 
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There are times when this complication presents 
itself when the lens is not out of the wound far 
enough to permit of rotation by the concavity 
of the expression hook. To meet this emer- 
gency I devised the combined needle and cap- 
sule forceps. Without releasing the pressure 
with the point of the expression hook, I hold the 
lens in position, reverse the capsule forceps, 
transfix the lens with the needle, and gently 
rotate it out of the wound. 


As soon as the lens is delivered the conjunc- 
tival suture is tied. In the event that the cap- 
sule has ruptured as the lens is delivered, cap- 
sule tags which remain between the lips of the 
wound are very gently withdrawn with fine 
forceps. 


The iris is replaced by passing the spatula 
beneath the closed wound from either side, and 
the conjunctiva is replaced. One per cent eserine 
and White’s ointment are placed in the lower 
cul-de-sac, and the lids are closed. Both eyes 
are covered with light pads held in place by 
adhesive strips, and the eye which has been 
operated upon is covered with a Fox aluminum 


shield. 
REFERENCES 


. Smith, Henry: Arch. Ophth., 34:601, 1905. 
Stanculeanu: Klin. Monatsblat f., Aug., 1912. 
Knapp, Arnold: Arch. Ophth., 1915. 
Torok: Ann. Ophth., 1916. 
Smith, Henry: Asch. Ophth., 1926. 
Hulen, Vard: Ophthalmic Record, Dec., 1910; Trans. Sec. 
Ophth., A.M A., 1911. 


VITAMIN THERAPY* 


By James Atto Warp, M.D., 
Birmingham, Alabama 


During all the early work on the metabolism 
of foods, it was assumed that a diet consisting 
of proteins, fats, carbohydrates, minerals and 
water in sufficient quantity to supply the needs 
for fuel and growth was adequate for all condi- 
tions of nutrition. One of the early investigators 
of food values, Carl Voit, suggested feeding pure 
food stuffs, in the study of relative dietary 
values. This was undertaken by various investi- 
gators, always without success. For example, 
milk was considered to contain all the primary 
food elements, but when each was isolated and 
fed in pure form the supply was inadequate for 
fuel and growth. However, the addition of cer- 
tain natural foods to such inadequate rations 


*Read in Section on Gastroenterology, Southern Medical Asso- 
ciation, Twenty-Eighth Annual Meeting, San Antonio, Texas, No- 
vember 13-16, 1934. 
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was effective in promoting normal nutrition. It, 
therefore, became apparent that substances other 
than the primary food elements were indispen- 
sable. These “accessory foods” were finally des- 
ignated “vitamins,” from the Latin word vita— 
meaning life, and the chemical word amine, 
meaning nitrogenous. It was later learned that 
not all vitamins were nitrogenous, and the e was 
dropped. The ending im is in line with other 
chemical terms, and is noncommittal as to the 
chemical nature of the substances. 

The vitamins were first grouped according to 
certain physical properties, as fat-soluble and 
water-soluble. Later, when some knowledge of 
their physiological action was developed, they 
were grouped as anti-ophthalmic, antineuritic, 
antiscorbutic, antirachitic, and so on. More 
recently the vitamin related to growth and 
ophthalmia is called vitamin A; to beriberi or 
polyneuritis, vitamin B; to scurvy, vitamin C; 
to rickets, vitamin D; to gestation, vitamin E; 
and the debatable one, pellagra, vitamin G. 

Unfortunately, vitamins have not as yet 
reached the stage where they can be prescribed 
in pure form with definite recommendations of 
dosage and definite therapeutic indications, ex- 
cept possibly vitamin C or ascorbic acid, caro- 
tene, the provitamin A, and cod liver oil with 
its concentrates being the next nearest approach. 
We, therefore, have to depend largely on a die- 
tary regime in vitamin therapy. Very shortly, 
up-to-date tables on food values will not only 
give caloric values, but vitamin units per gram 
of each food. 

Vitamin A has been isolated in almost pure 
form. It has also been synthesized in almost 
pure form. A substance called carotene, derived 
from plant pigment, and closely related to vita- 
min A, has been isolated in pure form. It is 
considered not to be vitamin A itself, but is 
converted into vitamin A in the body. In other 
words, carotene in plant life is considered the 
precursor of, or provitamin of, vitamin A in the 
animal. The vitamin A potency of carotene has 
led to the adoption at a recent meeting of the 
International Conference on Vitamin Standard- 
ization, held in London, of recommendation that 
pure beta-carotene of melting point 184°C., and 
optically inactive, be used as the international 
standard of vitamin A, 0.6 micrograms repre- 
senting one unit. As a substandard, a sample 
of cod liver oil, the potency of which in inter- 
national units has been well established, is rec- 
ommended. 


Vitamin A has little color, it absorbs light wave 
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lengths of 28 millimicrons, shows an absorp- 
tion band of 619 millimicrons, and gives a blue 
color with antimony trichloride. It is considered 
a primary alcohol derivative of one-half of the 
carotene molecule, carotene being a crystalliz- 
able hydrocarbon with a cyclic structure related 
to the terpenes. It is fat-soluble and quite easily 
destroyed at high temperature in the presence of 
air, but high temperature in the absence of air 
does not seem to be injurious. Low temperature 
adds to its stability. It is damaged somewhat 
by exposure to light. 

* The animal is dependent on exogenous sources 
for its supply of vitamin A. The best foods are 
pigmented vegetables, those that grow above 
and below the ground, butter (the more yellow 
the better), cream, milk, cheese, cod liver oil, 
eggs, liver, and whole wheat bread. 

We have a rather limited knowledge of the 
function of vitamin A. We are only familiar 
to some extent with the dire consequences of a 
deprivation of this accessory food. Among the 
outstanding signs and symptoms that “all is not 
going well within” are lack of growth, night 
blindness, a characteristic ophthalmia, referred 
to as keratomalacia and xerophthalmia, and a 
general lack of vitality of the epithelial structure 
of the body. Urinary calculi are said to be al- 
most as characteristic of vitamin A deficiency 
as xerophthalmia, and a definite type of der- 
matitis, consisting of dryness, itching, folliculitis 
and acneform eruption, has been reported. The 
skin lesion is in the epithelium, resulting in 
hyperkaratosis of the epidermis and hair fol- 
licles. There is no inflammatory change, except 
secondarily, and no hemorrhage. Experiment- 
ally, animals show lack of ovulation, even on 
slightly low vitamin A diet. 

Jeans and Zentmire have worked out a clinical 
method of determining moderate degrees of vit- 
amin A deficiency with the electrically illum- 
inated Birch-Hirschfeld photometer. This test 
determines the sensitivity to light following par- 
tial dark adaptation. 

For vitamin A therapy one must depend on 
dietotherapy and chiefly cod liver oil or other 
fish liver oils and their concentrates. The Council 
on Pharmacy and Chemistry advises one tea- 
spoonful of standard cod liver oil three times 
a day for infants and twice that amount for 
adults. To be standard, each gram of cod liver 
oil must contain not less than 600 units of 
vitamin A and 85 units of vitamin D. The con- 
centrates must contain not less than 14,000 units 
of vitamin A and 1,400 units of vitamin D per 
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gram. If for any reason cod liver oil cannot 
be given by mouth, it can be given hypoder- 
mically (sterilized by boiling) in 0.5 to 1 c. c. 
doses subcutaneously daily, with excellent results 
and no untoward effects. 


The situation in regard to vitamin B is more 
complicated, due to the complex nature of vita- 
min B. It is made up of several factors which 
are known as vitamins Bi, Bz, Bs and Bs. The 
evidence for the existence of Bi and Bz (G) is 
quite conclusive, but the question of the existence 
of Bs and Bz is still debatable. 

Vitamin Bi has been repeatedly reported iso- 
lated in crystalline form, but only in milligram 
quantities and probably then not in pure form. 
Its cost of preparation in crystalline form is 
prohibitive. Vitamin B: is soluble in water and 
in alcohol of concentrations of 83 to 93 per cent 
by weight. The resistance of vitamin B: to heat 
in faintly acid medium is considerable, the ex- 
tent depending on the temperature, time and 
conditions of exposure. ‘There is little or no 
destruction when it is heated for 30 minutes at 
100° C. However, it is rapidly destroyed in 
the presence of alkalies, even at low tempera- 
ture. 

Sources for vitamin Bi therapy must be mainly 
dietary. Yeast and wheat germ are two excel- 
lent sources; whole grain cereals, egg yolk, liver, 
kidney, brain, tomatoes, raw cabbage, fresh spin- 
ach, and legumes are also good sources. There 
are numerous special concentrates on the mar- 
ket, made mostly from yeast, rice polishings, and 
wheat germ. 

The International Committee on Vitamin 
Standardization met recently in London and rec- 
ommended the continuance of the previously 
adopted standard for vitamin B: of the adsorbate 
on acid clay. 

The outstanding condition resulting from a 
vitamin B: deficiency is beri beri or polyneuritis; 
however, data is rapidly accumulating which sug- 
gest a multitude of other disturbances associated 
with Bi avitaminosis. For example, it is said 
to retard growth, to cause loss in weight, to 
impair the digestive tract, decrease reproductive 
power, increase nervousness, cause loss of appe- 
tite and degeneration in the nervous system. 
Cases of ophthalmia similar to that seen in vita- 
min A deficiency have been reported. The poly- 
neuritis of pregnancy is in some cases probably 
a vitamin Bi deficiency. Glossitis, atrophy of 
the lingual papillae, and achlorhydria gastrica 
have been produced experimentally with vitamin 
Bi deficient diets. Whether achlorhydria gas- 
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trica is sometimes caused by a vitamin Bi: defi- 
ciency diet, or since vitamin Bi: is readily de- 
stroyed in an alkaline media, one must wonder 
if achlorhydria gastrica does not inhibit the 
function of vitamin Bi. What part this may 
play in the production of beriberi, pernicious 
anemia, and pellagra, is impossible to say at 
present. 

Vitamin Bi is apparently most needed during 
lactation, growth and development. We have 
no specific test for a deficiency and have to rely 
on symptoms and signs of the above mentioned 
disorders, and dietotherapy must be resorted to 
until we have a marketable product isolated. 

Vitamin Bz, the designation used by the Eng- 
lish writers, is the same as vitamin G, the term 
employed by American writers to represent the 
supposed antipellagric vitamin. It is the thermo- 
stable factor of the vitamin B complex. Bz or G 
is very stable to most temperatures and condi- 
tions. It will keep its identity where vitamin Bi 
breaks down. In fact, this is the method of elim- 
inating Bi from a basal experimental diet. 
Bz (G) is less stable in alkaline media than in 
acid. It is water-soluble. Chemically, the flav- 
ines are closely related to vitamin G. Ovo- 
flavine from eggs and lactoflavine from milk 
have been isolated in almost pure form and are 
the most potent preparations of vitamin G yet 
discovered. 

Vitamin G is well distributed in food materials. 
It is especially plentiful in dried or autoclaved 
yeast, milk, egg yolk, whole grain bread, and 
cereals, the leafy vegetables, carrots and pota- 
toes, lean meats and organs, especially liver. 

In vitamin G deficiency numerous pathological 
conditions are reported, pellagra and retarded 
growth being the outstanding conditions usually 
accredited to it. Data has accumulated pro and 
con on this subject. It, at least, causes a pel- 
lagra-like dermatitis in rats which can be cured 
by addition of vitamin G to the diet. The ccn- 
tention that it retards growth seems well estab- 
lished. Also there are usually reported loss of 
appetite, dermatitis, increased skin pigmentation, 
stomatitis and diarrhea. It also leads to ophthal- 
mia, with cataract formation which can be ar- 
rested by addition of vitamin G to the diet. 

It seems that vitamin G, so far as it plays a 
role in the syndrome of pellagra, may be of far 
more value as a prophylactic measure than as 
a curative agent. This is borne out experi- 
mentally as the early signs of pellagra, or pel- 
lagra-like conditions can be easily cured by addi- 
tion of vitamin G to the diet, whereas, if allowed 
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to go on to advanced stages, the animal almost 
always dies in spite of vitamin G therapy. This 
may be due to certain pathological changes that 
inhibit vitamin G therapy or make it ineffective. 


As in Bi: deficiency one must depend on dieto- 
therapy. A short list of richest sources was 
given above. 

Vitamin C.—This vitamin, which has a def- 
inite crystalline form, is recognized as the anti- 
scorbutic factor. When first isolated it was 
called ascorbic acid, and it is so designated by 
most European workers now. The Council of 
Pharmacy and Chemistry have coined the name 
cevitaminic acid. This vitamin was first iso- 
lated from the adrenal cortex, but the worker 
did not know until much later that the crystal- 
line fraction had the vitamin C properties. It 
was later found in lemon juice. It has now been 
prepared synthetically. 

Vitamin C is quite stable to heat in acid media, 
but unstable in alkaline solution. It is water- 
soluble. Exposure to air and high temperature 
in presence of oxygen is very destructive to 
vitamin C. Certain metal containers also impair 
its potency, especially copper and tin, while 
nickel, chromium, aluminum and glass are harm- 
less. 

Vitamin C has been called the vitamin of 
uncooked foods. The three richest and most 
readily available sources are lemon juice, orange 
juice and tomatoes. It is also found in milk, 
though it varies considerably with the diet of 
the cow, seasons of the year, and whether the 
milk is raw or pasteurized. The green leafy 
vegetables eaten raw, such as lettuce and cab- 
bage, are good sources, as are potatoes, carrots, 
green peas and string beans, if not cooked too 
long and if exposed as little as possible to the air 
while cooking. 

Vitamin C deficiency not only leads to scurvy, 
but also to many related disorders, such as 
hemorrhage into the skin and joints, joint disease 
strikingly similar to acute rheumatic fever, in- 
creased susceptibility to infection, increased fra- 
gility of blood vessels, vagus nerve disturbance 
as evidenced by increased pulse and respiratory 
rate; also sensory nerve disorders, such as 
paresthesias of several forms. Metabolic dis- 
turbances are also reported, particularly in re- 
gard to an unstable suprarenal gland function, 
with increased skin pigmentation as seen in 
Addison’s disease. Dental caries and skeletal 
fragility are outstanding among the pathological 
changes noted. 


A clinical test for vitamin C deficiency has 
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been worked out. A sphygmomanometer at pres- 
sure of 35 to 50 mm. is applied and the number 
of petechiae are noted which appear in a marked- 
off area 60 mm. square below the cuff on the 
inside surface of the arm below the elbow. This 
pressure is maintained for 15 minutes. If more 
than one petechia appears at 35 mm. pressure, 
or more than 8 at 50 mm. pressure, it is con- 
sidered indicative of vitamin C deficiency. This 
test, of course, depends on capillary fragility. 

Therapeutically, 1 mg. of ascorbic acid a day 
is said to protect against scurvy. However, it 
is advised that we have a minimum of 20 mg. 
This can be accomplished by the daily intake 
of 30 c. c. of orange juice, which has a potency 
of 20 mg. of ascorbic acid. 


Ascorbic acid is so far not available for use 
in prescriptions, and we must still use dietary 
measures therapeutically. However, sterilized, 
filtered citrus fruit juice neutralized with sodium 
hydroxide can be given intravenously when in- 
dicated, with prompt results. 


Vitamin D is called the antirachitic vitamin, 
the sunshine vitamin or the calcium-phosphate 
metabolizing vitamin. All efforts to prepare 
vitamin D in a pure state and to determine its 
physical and chemical properties have so far met 
with failure. However, by irradiating ergosterol, 
which is a definite chemical body, found par- 
ticularly in ergot and yeast, one can bring about 
a chemical change and partial conversion into 
vitamin D. Ergosterol may be regarded as a 
provitamin D. The end product of ergosterol 
irradiation is called in this country viosterol; 
in England it is called calciferol. 

Vitamin D is remarkably stable to heat and 
oxygen. A temperature of 180° C. or higher 
will, however, destroy it. It is fat-soluble. It 
is not injured by slightly acid or alkaline media. 


Vitamin D is the most essential simple dietary 
factor in connection with the development of 
rickets. In vitamin D deficiency we find in 
addition to rickets other pathological conditions 
such as disturbed blood calcium and phosphorus, 
tetany, dental caries and irregularity in size, 
shape and position of the teeth, osteoporosis, 
osteomalacia and celiac disease. It is especially 
needed during the period of growth, during preg- 
nancy and during lactation, also in acute and 
chronic infections and wasting diseases. There 
are at least five reliable and well established 
antirachitics. The first to be established was 


cod liver oil; the second was direct irradiation of 
the body by means of ultraviolet energy; the 
third was irradiated food, particularly milk; the 
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fourth, an irradiated substance, ergosterol, ex- 
tracted from yeast; the fifth, “yeast milk,” pro- 
duced by feeding cows irradiated yeast. In ad- 
dition to these there are numerous variations, 
modifications, and combinations of the above. 
The choice of antirachitics depends on their avail- 
ability, cost, popularity, palatability, and so on. 
Irradiated milk seems to be the most desirable 
antirachitic for therapy on a large scale. Only 
20 to 24 ounces daily are needed to assure pro- 
tection. This therapeutic agent is inexpensive, 
palatable and provides calcium and phosphorus, 
as well as other primary food elements. 

Various companies supply cod liver oil or 
haliver oil and their concentrates with marked 
variation in potency. There is no established 
close demarcation of dosage; however, it is gen- 
erally estimated that a dosage of 1,500 interna- 
tional units a day is needed for prophylaxis and 
3,000 to 5,000 a day for curative treatment. 
The International Conference which recently met 
in London recommended that the old standard 
of viosterol in olive oil be continued as the 
standard for the vitamin D unit. 


Although other fish oils have proven to be as 
rich in vitamin D as cod liver oil, or even richer, 
still the latter remains the most important nat- 
ural source of the vitamin. Egg yolk is suffi- 
ciently high in vitamin D to prevent and cure 
rickets. Milk, cream and butter are very poor 
in vitamin D, as are all vegetables. Cereals 
seem to have a substance which inhibits the 
action of vitamin D, at least a definite anti- 
calcifying substance. Although sunshine seems 
to be beneficial by its action on ergosterol de- 
posited in the skin, it is undependable on ac- 
count of our lack of exposure to it. For example, 
clothing, window glass, smoke, dust, fog, and 
so on, destroy the effect of sunshine. 


In discussing this vitamin, something should 
be said of the possibility of a hypervitaminosis. 
In fact, it would seem logical to assume that 
substances like the vitamins that are active in 
fractions of milligram doses would be harmful 
in hypertherapeutic doses. It is known that 
vitamin D is not devoid of toxicity. However, 
except in cases of hypersensitiveness, one can 
give 50 to 100 times the minimum dose with 
impunity. Vitamin D is made more toxic when 
a large amount of calcium is given with it. Ex- 
perimentally, D hypervitaminosis produces in- 
creased calcification of the tissues, particularly 
the cardiovascular system. It also causes loss 
of appetite, loss of weight, diarrhea, cachexia, 
and disturbance in fat and calcium metabolism. 
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It is believed that hypervitaminosis of A, B, 
C and D increases one’s tendency to malignancy, 
and if malignant tumors are present, makes them 
grow more rapidly. Cases of severe eczematous 
eruptions in children have been reported due to 
super-therapeutic doses of viosterol. It is at 
least well to remember that feeding vitamin D 
to a non-rachitic individual is not without 
danger. 

Vitamin E, about which very little is known, 
is fat-soluble, highly stable to heat, acids and 
alkalies. It is supposed to be essential to fer- 
tility of the male and female animal. It has not 
been proven connected with any disease in man. 
However, in animal experimentation there is not 
only impairment of reproduction, but disturb- 
ance in growth, muscular atrophy, nervous im- 
pairment, and low general state of health. 

Vitamin E is abundant in green leaves of cer- 
tain plants and seeds. It is found especially 


in lettuce, spinach, alfalfa, water cress and wheat 
germ. 

Since such vitamin deficiency disturbances as 
xerophthalmia, beriberi, scurvy and rickets are 
universally recognized and their etiological and 
therapeutic phases determined, it is worth our 
while to give greater attention to latent or sub- 


clinical avitaminosis. None of the outspoken 
deficiency diseases are full-blown overnight. A 
series of insidious manifestations present them- 
selves long before the typical picture of the end 
stage is seen. The vitamin deficient diet will 
often produce countless vague symptoms, and 
poorly defined signs that go unrecognized, while 
the patient is classified perhaps as representing 
one of the minor neuroses, and is given psycho- 
therapy when he needs dietotherapy. 

It is especially important in obese patients 
and other patients who are on a limited or re- 
stricted diet that we see to it that the vitamin 
aspect of the diet is taken care of. If we neglect 
this we will very probably exchange the thing 
we are treating for a vitamin deficiency disease. 

It is well to remember the interrelationship 
of the vitamins. All are factors in growth; ap- 
parently more than one plays a part in skin 
diseases, sex development and gestation, lack of 
tissue resistance to infection, nerve changes, and 
a host of minor disorders. Furthermore, A and 
B apparently act more readily in the presence 
of each other and B is said to be capable of 
mitigating the evil effects of an excess or defi- 
ciency of vitamin A. 

Disease caused by vitamin deficiency may re- 
sult from: (1) reduction of adequate intake of 
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vitamin; (2) deficient absorption and storage; 
(3) altered metabolism of the vitamin in the 
body; and (4) increased demand for and con- 
sumption of the vitamin under special physio- 
logical and pathological conditions. It is the 
clinician’s duty to detect and classify these con- 
ditions before structural changes occur. If we 
wait to recognize a vitamin deficiency until vision 
is lost, or paralysis has occurred, the teeth are 
gone, a rachitic deformity is present, gestation 
has failed, or possibly pellagra has developed, 
then we have lost valuable time in the treat- 
ment of our patient. 
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SUGAR METABOLISM: ITS SYMPTO- 
MATIC RELATION TO NEUROLOGIC 
AND PSYCHIATRIC DISORDERS* 


By Howarp R. Masters, M.D.,+ 
Richmond, Virginia 

In scanning the literature one frequently finds 
reports of neurologic and psychiatric symptoms 
due to the abnormal variation of the blood 
sugar level, usually to hypoglycemia. The many 
unexpected symptoms accompanying the use of 
insulin during the early days of its clinical 
application have not only stimulated investiga- 
tion of carbohydrate metabolism in the diabetic 
but also developed the study of biochemistry in 
relation to the nervous and endocrine systems. 

Katzenelboger and Friedman-Buchman!' in 
1933 studied the blood sugar curves in a series 
of 116 patients having major psychoses, and 
found a tendency to a characteristic type of 
curve, predominantly hyperglycemic, in each of 
the several types of disorder. They concluded 
the variations are physiological accompaniments 
of psychobiological reactions. Whitehorn? in 
1934 published sugar estimations in 958 psycho- 
tic patients to determine the relationship be- 
tween hyperglycemia and strong emotional re- 
actions, with essentially negative results. Of 
the 484 patients examined above 45 years of 
age, 27 showed high blood sugars, especially 
those with arteriosclerosis and senility. 

Until 1913 it was believed that high blood 
sugar concentrations were provocative of toxic 
bodily symptoms,® and the question remained 
a disputable one for the next 10 years. Albrit- 
ton* and others in experiments on animals and 
in man’ have not noted any toxic symptoms in 
marked hyperglycemia. Evans® in 1933 was 
able to produce a higher blood sugar concen- 
tration in rabbits than former investigators with- 
out evidence of toxic effects. In one instance 
the sugar level of 1,900 mg. per 100 c. c. of blood 
was reached. 

We may draw the conclusion that high blood 
sugar concentrations are not conducive to the 
production of neurologic and psychotic symp- 
toms. The cerebral accidents which occur in 
diabetes are reported by Jordan and Watters‘ 
as being due to arteriosclerosis, hypertension, 


*Read in Section on Neurology and Psychiatry, Southern Medi- 
cal Association, Twenty-Eighth Annual Meeting, San Antonio, 
Texas, November 13-16, 1934. 

+Associate in Nervous and Mental Diseases, Medical College of 
Virginia. 
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and other cardiovascular diseases. In spite of 
the above findings, it must be remembered that 
diseases and injuries to the midbrain may be 
accompanied by glycosuria and hyperglycemia. 

Hypoglycemia and the accompanying symp- 
toms, now too well-known to reiterate, came to 
light in 1924 when Harris* reported his cases 
of hyperinsulinism. Since then many types of 
transient and recurring attacks, displaying a 
variety of neurological symptoms and psychotic 
behavior, have been attributed to the sudden 
lowering of the blocd sugar. 


The complicated, delicate mechanism of car- 
bohydrate metabolism in the light of recent 
research appears vulnerable to many influences. 
If one considers the time which passes between 
the ingestion of complex carbohydrates and its 
ultimate breaking down, it is not difficult to see 
how the failure of the other coordinating func- 
tions might contribute to hypoglycemia and its 
resulting symptoms. Improper timing of the 
sympathetic adrenal-liver glycogen release, the 
early liberaticn of insulin, and primary disease 
of the liver, with a poverty of glycogen, as well 
as other factors, illustrate the possibilities of 
a deficient glycemic state. 


I am of the belief that some individuals have 
a fasting sugar level above the average and a 


higher tolerance curve, as well as a marked in- 
stability of the carbohydrate metabolic mechan- 
ism; that if the difference between the peak 
and the end point of the reaction be great and 
reasonably sudden the patient may react symp- 
tomatically, as in true hypoglycemia, at a lower 


level. Tedstrom’ has reported symptoms oc- 
curring with blood sugar between 80 and 90 mg. 
per 100 c. c. of blood. 

The “precipitaticn point” is net the same in 
all patients. Jordan’? has shown that symp- 
toms may occur at different subnormal levels 
in the same patient and yet not be precipitated 
with a blood sugar of 0.02 per cent (his case 
No. 11222). 


Eitel and Loesser' recently studied the re- 
lationships between carbohydrate metabolism, 
the liver and the thyropituitary influence in 
guinea pigs. They found that when the thy- 
rotropic substance of the anterior lobe of the 
pituitary was injected intraperitoneally, changes 
took place in the thyroid gland comparable to 
those of exophthalmic goiter in man and, as a 
result of the increased thyroid activity the liver 
glycogen was decreased. After 11 injections of 
the substance the liver became glycogen-free. 
When the thyrctropic substance was injected 
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in thyroidectomized animals there was no de- 
pletion of liver glycogen. 

The question may arise, does the pituitary 
gland secrete two substances, among others, one 
acting through the thyroid gland and releasing 
liver glycogen, and another directly suppressing 
the insuligenic function of the pancreas? 


In addition to releasing the liver glycogen 
the adrenals may have a direct inhibitory effect 
upon the insulin output, and the use of adren- 
alin for the immediate relief of hypoglycemic 
attacks has been advised by Harris!” and others. 


To the gonad secreticn there has also been 
attributed the function of lowering the blood 
sugar. Especially is this said to be true of 
the ovaries. Cases 2 and 4 of Tedstrom’s’ re- 
port had symptoms of hypoglycemic attacks dur- 
ing menstruation, there being sufficient evidence 
of the relationship for him to continue his 
investigation. 

Furthermore, other physiological factors may 
be involved. Wortis,’* and also Holmes, hold 
that increased insulin output “diminishes the 
oxygen consumption of the cerebral cortex,” and 
very probably results in anoxemia of the tis- 
sues. In referring to convulsions resulting from 
injected insulin he adds: 

“Since the blood dextrose (the chief brain fuel) and 
brain lactic acid levels appear to be directly related, that 
is, the lower the blood sugar the lower the brain lactic 
acid level (Holmes) it may be possible that the result- 
ing generalized muscular convulsions act as a protective 
mechanism to add lactic acid, a food utilized by the 
brain, to the circulating blood medium.” (A protective 
homeostatic mechanism.) 

This factor may be applied to Case 1 of dis- 
ordered carbohydrate metabolism here reported, 
especially the probability of anoxemia. The at- 
tacks were nct only psychotic, but often were 
accompanied by motor phenomena with definite 
expenditure of energy and moderate cyanosis. 

Since there is an apparent relationship be- 
tween the cerebral oxygen and sugar level, it 
seems wise to look further into the metabolic 
physiology and its influence on human behavicr. 
Ross McFarland' in his monograph on “The 
Psychological Effects of Oxygen Privation on 
Human Behavior,” has discussed the subject 
admirably, and quotes Barecroft as follows: 

“‘Acute oxygen want simulates drunkenness, while 
chronic anoxemia simulates fatigue.’ At high altitudes 
where oxygen is diminished he has seen well disciplined 
men become reckless, ill tempered and abusive, burst 
into tears or sing and shout for joy for no apparent 
reason, with self-control and sense of fitness of things 
completely vanished.” 
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Other mental symptoms appear, such as dom- 
inating fixed ideas which the individual is bent 
on carrying out, loss of memory for the event 
and diminished sense of time. Motor phenom- 
ena are increased with rhythmic tremors. When 
oxygen privation or alcoholic intoxication is 
increased there is apparently a descending par- 
alysis of the central nervous system. If, how- 
ever, oxygen is administered just after an in- 
toxicating dose of alcohol is given, no symp- 
toms of intoxication appear. Palthe’® found 
that administration of oxygen for 20 minutes 
every few hours relieved the mental symptoms 
in delirium tremens, the improvement probably 
being due to a higher oxygen concentration of 
the red cells, since Howe “found by micro- 
photographic studies of the cerebral vessels in 
animals that alcohol produces acute edema and 
a slowing of the circulation. Robert Loebel?® 
in 1926, in his studies of metabolism of brain 
tissue, was able to show that oxygen consump- 
tion is higher in the brain than that of other 
organs. 

Regulatory centers of metabolism have been 
placed in different parts of the brain with wide 
variance of opinion as to an exact location. 
Roussy and Mosinger’’ are of the opinion it 
is well established that fat, water, and sugar 
metabolism are influenced by the ganglionic cen- 
ters of the tuber cinereum, that there is an 
intimate relationship between the pituitary body 
and the tuber cinereum. They further believe 
the vasomotor functions of arteries and capil- 
laries are regulated by its nuclei. In reference 
to the nuclei of the tuber, Kuntz!® says: 

“The constituent neurons of these nuclei resemble very 
closely the visceral efferent neurons in the spinal cord 
and medulla oblongata; consequently they may be clas- 
sified as autonomic on the basis of their morphological 
characters.” 

Wortis and Klenke’® (1933) repeated the ex- 
periments of L. O. Morgan and his workers 
(1930) on producing convulsions by injecting 
a solution of mercurichloride in the tuber cin- 
ereum and confirmed them, though not all an- 
imals had convulsions. No estimation of the 
blood sugar was made in Wortis’ experiments. 
He thinks it “highly improbable” that there is 
one “‘convulsogenic center” in the brain. Fur- 
ther investigation is needed to determine the 
regulatory influence of the tuber cinereum on 
blood sugar. 
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Evidence of cerebral pathology in hypogly- 
cemia from the use of insulin in diabetes has 
been presented by Terplan’® and Wobhlwill.2° 
The former described generalized edema of the 
brain and cord with severe changes in the gan- 
glion cells, when stained by the Nissl method; 
there was also regressive ameboid change in 
the glia. Wohlwill’s cases showed diffuse changes, 
such as degeneration of the ganglion cells with 
pyknotic nuclei and loss of normal staining re- 
action. In one of his cases the axis cylinders 
were markedly swollen and irregular. 


In correlating the data presented the writer 
is making no attempt at explanation of the 
primary disease, whether it be cerebral, pan- 
creatic, hepatic, or of another related pathologic 
condition. I am suggesting the probable effect 
of spontaneous hypoglycemia on the cerebral 
metabolism as a possible explanation of the re- 
sulting variety of neurologic manifestations. 


If it be true that increased insulin diminishes 
the oxygen consumption of the cerebral cortex, 
it might well be conceived that other parts of 
the cerebrum may become involved. Since ex- 
periments have shown the brain to have a higher 
oxygen consumption than other tissues, any con- 
dition tending to reduce oxygen or its consump- 
tion may produce varying degrees of cerebral 
anoxemia without affecting other tissues of the 
body. It may, therefore, be assumed that hyper- 
insulinism results in decreased oxygen consump- 
tion and produces at the same time hypogly- 
cemia, which is not a normal relationship be- 
tween the oxygen and sugar level. In Howe’s 
experiment it was shown that anoxemia, when 
produced by alcohol, was accompanied by brain 
cell edema and slowing of the cerebral circula- 
tion. It may be that by the same process in- 
sulin increase in the presence of abnormal phys- 
iological conditions or disease of the carbo- 
hydrate regulatory apparatus would cause a 
swelling of the brain cells, and in this we may 
have an explanation for the difference in the 
character of the cerebral symptoms in hypo- 
glycemia. The extent and location of the cere- 
bral edema should be considered in relation to 
the symptoms presented. With so many factors 
involved in carbohydrate metabolism there is 
need of clearer understanding of the coordina- 
tion between the regulatory centers, the vege- 
tative nervous and endocrine systems. 

I am presenting three cases of hypoglycemia, 
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one with psychotic attacks with motor phenom- 
ena, one due to the precipitation of a psychosis 
by injected insulin and hypoglycemia, and one 
case of convulsive seizures. 


Case 1—A woman, aged 41, twice married, was ad- 
mitted seeking relief from morphinism. The addiction 
arose from the use of the drug during attacks of undiag- 
nosed pain in the lumbar region and doubtful gallblad- 
der disease (negative cholecystogram). The positive 
findings were a Bell’s palsy residuum of seventeen years, 
hypotonia and general muscular weakness, moderate ex- 
ophthalmos of the left eye, obesity in all girdles and 
scant body hair. Blood sugar was 87 mg. and calcium 
8.5 mg. per 100 c. c. of blood. Her weight was 177 
pounds, height 59% inches. The patient was otherwise 
physically negative. 

The psychiatric findings were emotional instability, 
hypersensitiveness, inadequacy and depression over finan- 
cial worries and an incipient domestic situation. 

Seemingly adjusted after one month, the patient was 
discharged, to be readmitted in three weeks showing 
emotional symptoms, especially anger tantrums. Vio- 
lence of speech and action, attacks on nurses and threat- 
ened suicide were the most common manifestations. 
While at home the patient had taken morphine for 
various pains, and it was necessary again to put her on a 
drug reduction regimen. The psychotic attacks lasted 
from a few moments to several hours, the patient after- 
ward claiming to remember nothing of them. Most of 
these episodes occurred from two and a half to three 
hours after meals. In view of the fact that she had 
been placed on a slightly lowered carbohydrate diet 
for the purpose of reducing her weight it was thought 
advisable to do a sugar tolerance test which revealed the 
following: 

Folin and Wu method. Glucose 100 gm. given by 
mouth. 

Fasting sugar, 97 mg. per 100 c. c. of blood. 

1 hour, 239 mg. 

2 hours, 200 mg. 

3 hours, 87 mg. 

The one and two-hour urine specimens showed 
strongly positive Benedict’s reaction; the third specimen 
was not obtained. 

Another blood sugar estimation before and_ shortly 
after breakfast read 93 and 95 mg., respectively. 


With no change in diet she was given suprarenal ex- 
tract, grains 2, before meals with the idea of releasing 
the liver glycogen, and 10 grams of glucose intravenously 
two and a half hours after breakfast; 20 grams of glu- 
cose was given at the same interval after dinner. Later 
the caloric value of her diet was increased, with the 
carbohydrates remaining about the same. The mental 
symptoms rapidly abated. After several weeks 2 c. c. 
of whole pituitary liquid were given daily. In the 
past four months she has had only two mild attacks. 
Subsequent appendectomy with the normal postopera- 
tive use of morphine has not renewed the desire for the 
drug. Her weight has been gradually reduced from 177 
to 145 pounds. This case is probably one of hypo- 


glycemia with psychotic episodes and motor phenomena. 
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Case 2.—In April, 1932, a married woman, aged 56 
years, was admitted with the history of taking a grain 
and a half of luminal regularly and at times to excess; 
other drugs and whiskey were used at intervals. She 
complained of nausea, was dehydrated and weighed 8114 
pounds. She had been seen by us ten years previously 
with symptoms of psychoneurosis. Her blood sugar was 
115 mg. per 100 c. c. of blood. The patient had a poor 
appetite and was given 5 units of insulin three times a 
day with her meals. Twelve days after her admission 
she left the hospital and went to a hotel. She rushed 
up to a woman there and called her crazy and fought 
the porter who tried to get her away. She was finally 
returned to her room in quite an exhausted condition, 
and for two days following this she was in a stupor. 
A blood sugar taken a few hours after the outburst 
showed 45 mg. per 100 c. c. of blood. She was given 
50 grams of glucose intravenously and the following 
day her blood sugar had risen to 85 mg. and varied 
thereafter from this point to 115 mg. She became shut- 
in and agitated, having occasional psychotic episodes. 
On forced feeding supplemented by frequent additions 
of carbohydrates she became moderately communicative 
and would go for walks and rides, but remained in a 
mild psychotic state. This case is suggestive of chronic 
hyperinsulinism with hypoglycemia following the use of 
insulin, which precipitated an underlying psychosis. 


Case 3—A boy, aged 9, was first seen June 6, 1933, 
with a history of having had four generalized convulsive 
seizures in October, 1932. Three occurred in the same 
day. From May 20 to June 5, 1933, he had four at- 
tacks. Six of the eight occurred between five and six 
o’clock in the morning and two at eleven o'clock. He 
was incontinent in one, slept after one, was cyanosed in 
most of them and unconscious in all. The only relevant 
illness was scarlet fever in June, 1932, from which he 
slowly recovered. Neurological examination was nega- 
tive except for a very moderate increase in deep re- 
flexes. There was evidence of sinusitis and nephritis 
(nonprotein nitrogen 52 mg. per 100 c. c. of blood, albu- 
min and hyaline casts in urine). A temperature of 101 
to 102° accompanied each attack. The cause of the 
seizures was believed to be infectious and treatment was 
instituted. 

From July 14 to September 3 he had four attacks. 
At the initial examination and at this time a slight in- 
crease in globulin had been found and in view of the 
frequent reports of elevated temperature we became 
suspicious of a low grade encephalitis. Intravenous glu- 
cose, 25 per cent, followed by lumbar puncture drainage, 
was given at weekly intervals for four weeks, during 
which period he had eight attacks. He was placed in 
the hospital for further study. A blood sugar tolerance 
was begun at 5:00 a. m. (the usual time of his attacks) 
with the following results: 

Folin and Wu method. 70 grams of dextrose given. 

5:00a.m. Fasting blood sugar, 90 mg. per 100 c. c. 

6:00a.m. Blood sugar, 85 mg. 

7:00a.m. Blood sugar, 60 mg. 

8:00a.m. Blood sugar, 75 mg. 

Believing that we were dealing with hyperinsulinism, 
the patient was put on two grains of suprarenal extract 
morning and evening and given a glass of orange juice 
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containing sugar at 6:00 a. m. He has not had an at- 
tack in thirteen months. In view of the evidence of 
infection with temperature it was believed that the case 
was one of encephalitis with hypothalmic involvement 
resulting in disturbance of carbohydrate metabolism. 


It is hoped that the presentation of this sub- 
ject will stimulate further clinical and experi- 
mental investigation. 
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DISCUSSION (Abstract) 


Dr. Masters (closing) —It is important to make 
every informative study at our command on cases hav- 
ing unconscious or convulsive seizures and those who 
have sudden psychotic attacks when diagnostic neuro- 
logical signs are absent. Further study should be con- 
tinued in all phases of metabolic mechanisms, especially 
carbohydrate variations, oxygen consumption, neuro- 
circulatory apparatus, the endocrine system and the 
vegetative nervous system and their centers. I do not 
believe that the necessary information can be obtained 
regarding the sugar tolerance unless the determinations 
are carried out over a period of at least six hours, and 
it is often necessary to repeat sugar tolerance tests, 
preferably under varying conditions, since this method 
often reveals the variability of carbohydrate metabolism 
which could not be otherwise determined. A greater 
knowledge is needed of the regulatory centers and their 
pathways. 
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NUTRITIONAL FAILURE AS A CLINICAL 
PROBLEM* 


By James S. McLester, M.D., 
Birmingham, Alabama 


Medicine of the last two decades has been 
signalized by the recognition that with great 
frequency disease is caused not by the addition 
of some hurtful agent but rather by the lack 
of an essential substance. As has been aptly 
said, the emphasis today is upon the minus 
sign. The organs of the body, and the tissues 
and fluids that make up these organs, are in 
a wonderfully steady state of equilibrium, so 
much so that when the organism is deprived 
of anything essential this balance is profoundly 
disturbed and entire mechanism upset. To the 
preservation of this equilibrium, at all times and 
in the face of all of the vicissitudes to which 
man is subject, many factors contribute, some 
of them simple in nature, some exceedingly com- 
plex, some large, some exquisitely small. 


Nutritive failure in America is seldom com- 
plete, and rarely is it the expression of a single 
nutritive fault; it is more often relative in ex- 
tent and multiple in nature, and the clinical 
picture is correspondingly complex. The chief 
interest that this subject holds for you and me, 
therefore, is not in the outspoken well defined 
deficiency diseases which accompany the com- 
plete lack of some essential substance, but rather 
in those vague borderline states of partial nutri- 
tive failure, states which often destroy the hap- 
piness of the patient and baffle the wits of the 
physician. 

Interest in such borderline states was first 
aroused several years ago by the description 
of latent scurvy, given by Hess, a condition that 
this brilliant investigator believed to be much 
more prevalent than the outspoken disease. This 
disorder is accompanied by such vague symptoms 
as failure of the infant to grow or develop prop- 
erly, slight pallor, poor appetite and rapid pulse 
and respiration. The diagnosis becomes clear 
only with the rapid improvement which follows 
the administration of the missing factor, in this 
case antiscorbutic food. Not so well-known is 
latent beriberi, but Brennan states that this is 
a frequent disorder in the Philippines. He de- 


*Read in General Clinical Session, Southern Medical Associa- 
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scribes five important subjective symptoms: pain 
in the upper chest, ventral or dorsal; pain or 
numbness in the legs, easy fatigue, palpitation 
and insomnia. People so affected do not con- 
sider themselves actually ill but, as this author 
states, the milk of a mother so handicapped 
would probably be fatal to her infant. In the 
United States we can place in the same category, 
I believe, many of the so-called gastro-intestinal 
invalids who suffer from weakness, vague pains, 
and all sorts of gastro-intestinal disturbances. 
Because of a certain mental invalidism such per- 
sons are oftentimes afraid to eat, or they are 
food-faddists who live upon a one-sided diet. 
Overcome their phobias and force upon them a 
liberal well balanced ration, with an abundance 
of what McCollum has termed the protective 
foods, and it is amazing to see the rapid improve- 
ment in their sense of well-being. 

Particularly interesting today, when it is stylish 
to be thin and dietary restriction is extensively 
practiced, are the skin changes sometimes seen 
in patients who injudiciously limit their food. 
An example of this is the peculiar change in the 
nails, described by White, without subjective 
symptoms or other evidences of nutritive failure. 
These changes, varying from slight transverse 
depression with longitudinal ridging to marked 
dystrophy, appeared in seven women who had 
subjected themselves to drastic dietary restric- 
tion, and cure in all cases was effected by a 
more liberal diet in which was included an abun- 
dance of vitamins A, B and D. This condition 
is related, no doubt, to the various dermatoses 
accompanied by dryness of the skin, itching 
and acne, which have been observed by other 
students of mutrition to accompany vitamin A 
deficiency, and to the peculiar dyskeratosis re- 
cently described by Loewenthal. The skin of 
Loewenthal’s cases of vitamin A _ deficiency 
showed no evidence of infection or softening; 
merely changes in the cutaneous epithelium 
analogous to those which occur in the respira- 
tory mucous membrane; these patients were liv- 
ing upon an obviously deficient diet, and yet, 
beyond these skin changes and occasional xeroph- 
thalmia, they showed no evidences of nutritional 
failure. 

Mere lack of vigor and vague poor health is 
sometimes the only evidence of a faulty diet. 
I have been repeatedly impressed by the anemia 
and lack of a sense of well-being exhibited by 
young women who, in the effort to remain thin, 
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sometimes grievously thin, have injudiciously re- 
stricted their diet. Such borderline states with 
obscure clinical manifestations are probably more 
frequent than we think. 


Multiple food deficiency expressed itself in a 
graphic way in the edema seen in Germany dur- 
ing the World War. A similar disorder is being 
studied today in Tennessee by Youmans, who 
believes that this edema, like that of wet beri- 
beri and pellagra, is due to the lack of several 
essential substances, notably protein. I cannot 
forego mentioning, in connection with Youman’s 
observations, the persisting edema and debility, 
the result in part of protein starvation, that are 
often seen in the chronic stages of glomerular 
nephritis. It is becoming increasingly evident 
that such multiple deficiency, of which lack of 
protein is an important feature, is a potent cause 
of deficiency disease. 

The picture is still further obscured in those 
cases in which the fault is nutritional failure 
plus other factors. Particularly interesting are 
the observations of Kolloth and associates which 
would indicate that beri beri and scurvy have a 
common underlying metabolic cause and that the 
influence of the vitamin deficiency is merely a 
fortuitous one. These workers believe that one 
or the other disorder, beriberi or scurvy, de- 
velops according to the influence of various minor 
deficiencies or of harmful additions to the diet. 
Of like import are the observations of Darling, 
to the effect that among African negroes the 
same dietary causes scurvy in some and poly- 
neuritis in others. Such observations would lend 
color to the picture drawn by Mouriquand of 
what he calls the “invisible dystrophies.” Por- 
trayed here are those nutritional disturbances or 
partial deficiencies which show no recognizable 
symptoms but which under fortuitous circum- 
stance, a change in environment, perhaps, an 
accident, a chance disturbance of nutritional 
equilibrium, oer a passing infection, will then be- 
come distinct and recognizable. As a typical 
example this author cites the fact that an animal 
suffering from lack of vitamin C, but still with- 
out symptoms, will suddenly develop typical 
scurvy when, without change in quality, the 
quantity of food is increased. He gives examples 
of similar conditions leading to xerophthalmia, 
beri beri, pellagra and rickets. Mouriquand, 
mindful of the fact that such deficiency diseases 
are not seen in absolute starvation, offers the 
interesting suggestion that outspoken deficiency 
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disorders manifest themselves only when the 
ratio of calories to vitamins is high. 


Additional evidence that food deficiency plus 
some other factcr is a potent cause of disease, 
is seen in the rather startling experimert: of 
Rinehart and Mettier, concerning the response 
of the guinea pig to lack of vitamin C. In their 
studies of the muscles, joints and heart valves 
of guinea pigs suffering from lack of vitamin C, 
plus an infection, they observed that neither 
latent scurvy nor infection alone led to the char- 
acteristic changes described, but that the two 
together produced appearances which were strik- 
ingly like those of rheumatic fever. They feel 
that their studies indicate that “latent scurvy 
prepares the scil or provides the susceptible 
hosts in whom, with the added insult of acute 
infection, develop the characteristic train of 
symptoms and pathological evolution of acute 
rheumatic fever.” It will be recalled in this 
connection that the effects of vitamin deficiency, 
particularly of vitamin C, are not immediately 
apparent. In the guinea pig, for example, an 
appreciable period of time has been found to 
elapse between the actual exhaustion of vitamin 
C reserves and the appearance of outspoken 
scurvy, during which period pathological changes 
are progressing. Since this animal and man are 
very much alike in their need for a constant 
supply of vitamin C, it is not unlikely that with- 
out the appearance of actual scurvy similar 
pathological changes may occur in man and, by 
seriously impairing his resistance, prepare the 
way for an intercurrent infection. It may be 
that, after all, the elusive cause of rheumatic 
fever is manifold, and that vitamin deficiency is 
one of the contributing factors. 

For Southern physicians the riddle of pellagra 
offers many unexplained problems. Pellagra does 
not appear to be due to a single nutritive fault, 
and it is not improbable that in its causation 
several factors, not necessarily similar in nature, 
are operative. Witness the interesting studies 
in this field by Spies, of Cleveland, and his re- 
markable results in curing the pellagra of old 
alcoholics by intramuscular injections of liver 
extract. Equally graphic was the success of 
Minot and his associates in treating alcoholic 
polyneuritis by giving a liberal diet carrying 
large quantities of the antineuritic factor, while 
at the same time the patient was permitted to 
imbibe in undiminished quantity his accustomed 
amounts of alcohol. Similar results have been 


SOUTHERN MEDICAL JOURNAL 


March 1935 


achieved in the treatment of the polyneuritis of 
pregnancy. All of this would suggest that each 
of these disorders is related at least in part to 
a lack of the B complex, and furthermore, that 
this lack is not due in all cases to failure of 
supply. Some fault in the utilization of food 
must be assumed. 


Much light was shed cn this last problem by 
Castle when he demonstrated that nutritive dis- 
orders are sometimes due, not to failure of supply 
alone, but rather to an inability on the part of 
the person to make proper use of his food. The 
intake may be adequate, but because of some 
intrinsic defect in his digestive apparatus (or 
elsewhere) the person so handicapped is unable 
properly to elaborate or to utilize the available 
material. Reasoning thus, Castle demonstrated 
that pernicious anemia properly belongs among 
the deficiency diseases. The part played by in- 
trinsic factors has been well illustrated by Strauss 
in his discussion of the “Role cf the Gastro- 
intestinal Tract in Conditioning Deficiency Dis- 
ease.” Recent literature contains numerous re- 
ports of injuries which have so interfered with 
the function of the stomach and intestines as to 
produce pernicious anemia. Gastrectomy, ulcer- 
ative lesions of the colon, bacillary dysentery, 
celiac disease, intestinal stenosis, and intestinal 
anastomosis, are among these conditioning dis- 
orders. In the same category should be placed 
those cases of beri beri which have been reported 
as accompanying pyloric stenosis, gastric carci- 
noma, gastric polyps, celiac disease, and other 
forms of intestinal injury. The experience of 
Spies in the pellagra of chronic alcoholism, and 
of Minot in alcoholic polyneuritis, to which at- 
tention has just been called, would indicate 
clearly that the nutritional fault in such cases 
lies in poor absorption from a damaged intes- 
tinal tract, rather than from faulty food supply. 

In conclusion, nutritional studies of recent 
years have revealed two salient facts: first, that 
deficiency syndromes, in America, at least, are 
seldom clearly defined or easily recognized; they 
are as a rule complex in nature and correspond- 
ingly protean in manifestation; and second, that 
lack of supply is not the sole cause of nutritive 
failure; inability of the person properly to utilize 
his food is frequently a determining factor. Here- 
after, in considering deficiency disease the physi- 
cian must study the patient himself and the 
vicissitudes to which he has been subject, as well 
as the nature of his food supply. 
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FOOD ALLERGY: A COMMON PROBLEM 
IN PRACTICE* 


By Apert H. Rowe, M.D., 
San Francisco, California 


Food allergy, first described by Richet and 
later by Schloss, and since then by Vaughan, 
Andresen, Alexander, Eyermann, Gay, Ratner, 
Balyeat, Brown, Rowe’ and many others is 
gradually assuming its rightful place in the 
minds of physicians. Most people at some time 
of life, and especially in childhood, probably 
have mild or marked food allergy. Vaughan,” 
in a recent analysis of all the people, 508 in 
number, in a small community, found evidence 
of food allergy through history alone in 62.2 
per cent. My recent analysis of the histories 
of 2,000 students at the University of California 
substantiated these and other important findings 
of Vaughan. 


DIAGNOSIS 


Physicians will appreciate the frequency of 
food allergy in their patients only if they employ 
routinely the following diagnostic measures: 

(1) Every history should be taken with the 
possibility of all types of allergy in mind. The 
history of any of the symptoms which are fre- 
quently due to food allergy occurring in the 
nasobronchial, gastro-intestinal, or urogenital 
tracts and in the central nervous system or the 
skin should suggest food sensitization. If in 
addition a history of inhalant, contact or drug 
allergy is obtained, the possibility of the pres- 
ence of a concomitant food allergy must also 
be considered. However, allergy may develop 
in patients without previous personal or family 
histories of hypersensitiveness. 

The tendency to inherit the propensity to de- 
velop allergy of any type and even specific 
manifestations such as asthma, eczema, or mi- 
graine, and occasionally to become allergic to 
specific foods or other allergens, must be con- 
sidered. 

The history may aid in revealing food dis- 
agreements which were previously known as 
idiosyncrasies and are often due to allergy. 
Children, and a few adults, moreover, dislike 
certain foods to which they are allergic. Many 
children intuitively refuse such foods, and gag 
and regurgitate when they are forced to eat 


*Read in General Clinical Session, Southern Medical Association, 
Twenty-Eighth Annual Meeting, San Antonio, Texas, November 
-16, 1934, 
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them. Anorexia is a frequent result of food 
allergy. 

(2) Next in importance as a diagnostic guide 
is trial diet. My elimination diets were first 
described in 1928,* modified in 1931,' and re- 
cently revised! and amplified with fuller menus 
and new recipes. Other trial diets have been 
successfully used by Brown, Alexander and 
Eyermann, and especially by Vaughan.® I have 
always recommended the modification of the 
elimination diet chosen for the patient by his 
history of definite food disagreements or dis- 
likes and according to any definite skin re- 
actions. However, if skin testing is absolutely 
impossible, many problems of food allergy can 
be solved by the use of elimination diets and 
history alone, which procedure is justified by 
the relief given the patient. When food allergy 
is suspected, therefore, diet trial should be used 
in the same way that other laboratory tests are 
used in the study of any other clinical problem. 

(3) Skin testing must take a position sub- 
ordinate to history and trial diets in the diag- 
nosis of food allergy. Routine testing, it must 
be said, with reliable food allergens by the 
scratch method, is important, since the infor- 
mation derived especially from the more posi- 
tive reactions is often of help. It is generally 
recognized, however, that skin tests are negative 
to 50 per cent or less of those foods which 
produce clinical allergies. A patient may give 
positive reactions to one or more foods and 
negative reactions to other foods causing symp- 
toms. Cooke® recently stated that foods pro- 
ductive of rapid marked symptoms often give 
positive reactions, and that those causing de- 
layed cumulative or chronic disturbances usually 
fail to react. Moreover, many positive reac- 
tions and especially slight and borderline re- 
actions are not associated with any clinical or 
even potential allergy. Because of these facts, 
I usually modify my elimination diets only by 
substituting foods for those showing definite 
scratch reactions, or for foods to which def- 
inite disagreements or dislikes exist. My* recent 
study of intradermal tests with foods not pro- 
ductive of positive scratch tests showed many 
confusing positive, non-specific or delayed re- 
actions which were of no aid in the diagnosis. 

This attitude toward skin testing in food 
allergy is shared by Alexander, Eyermann, Fig- 
ley, Gay and many others. Vaughan depends 
more on skin testing, though he emphasizes the 
paramount value of trial diets. He recently 
wrote: 
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“Too many doctors and patients alike feel that the 
skin test is the last court and conclude if the results of 
skin testing fail to relieve that allergy is not a factor.” 


(4) Vaughan especially has emphasized diet 
diary as an aid in the determination of aller- 
genic foods. All foods eaten, with possible re- 
actions from specific foods, are recorded from 
day to day. In my own work I have usually 
depended on frequent conferences with the pa- 
tient and notes I have personally taken in re- 
gard to possible reactions from foods under 
suspicion. 

Manifestations of Food Allergy.—tIn order to 
emphasize the many disturbances in all parts 
of the body which may arise from food allergy, 
I shall present statistical data which summarize 
my observations in private patients seen in the 
last fifteen years. My emphasis of food allergy 
does not minimize the importance of inhalant 
and other types of allergy. Careful physical 
and laboratory studies must rule out pathologic 
conditions which might account for symptoms 
which frequently arise from food allergy. 

Gastro-intestinal Food Allergy.—Food allergy 
may produce erythema, edema, excessive mucus 
and smooth muscle spasm in any part of the 
gastro-intestinal tract. In the mouth, small ten- 
der vesicles, papules, and focal necroses or 
canker sores also occur and these may even 
arise in the pharynx and esophagus and prob- 
ably in the stomach and duodenum, constituting 
a possible cause of ulcer in sensitized patients. 
Certain individuals, moreover, have sores and 
chapring on the lips and on the anus and 
eczematous lesions around the mouth and the 
anus. Bleeding of the mucous membranes, due 
to increased permeability of the mucosal capil- 
laries arising from food allergy, occurs at times 
in children and may arise in adults as witnessed 
by intestinal and oral bleeding in one of my 
patients with allergic purpura. As in all types 
of allergy the sensitized tissue may be localized 
to the mouth, stomach or the whole or any 
small part of the bowel. The gallbladder and 
biliary tracts and the parenchyma of the liver 
itself are not exempt from allergic reactions. 

With these facts in mind, it is apparent how 
the many symptoms which are indicated in my 
statistics in Table 1 which I have emphasized 
in previous publications, and which have been 
reported by other students, notably Duke,® An- 
dresen,!° Vaughan, and Gay,!! arise from food 
allergy. In this article I would especially stress 
the frequency of these manifestations and their 
simulation of appendicitis, gallbladder disease, 
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intestinal obstruction and at times of peptic 
ulcer. Unnecessary operations, especially on 
allergic appendices and gallbladders, are fre- 
quently performed. 

Mucous colitis, as especially reported by 
Vaughan, cyclic vomiting in childhood, spastic 
constipation, as emphasized in my own work, 
soreness and pain in varying parts of the ab- 
domen, probably colonic in origin, are often 
due to food allergy. Canker sores in the mouth, 
and a recent case with them in the pharynx and 
esophagus due to food allergy suggest that pep- 
tic ulcer may begin with such a lesion in sensi- 
tized patients. Food allergy may occasionally 
lead to or exist with actual pathologic tissue. 
Localized sensitization, moreover, may exist in 
the rectal and anal tissues leading to spasm, 
burning and pruritis ani, and, as pointed out by 
Alvarez,)* in the liver and biliary tract, leading 
to pain and icterus. Functional disturbances 


Table 1 
STATISTICAL OF 270 OF GASTRO-INTES- 
TINAL ALLER 
Per Ct. No. Cases 
ments 232 


Duration of symptoms, 
Ages 11 years 


0 to 10... Roentgen studies 
10 to 20... (1) maa 
20 to 30... 142 
30 to 50 1 (1) _ 36 
50 to 70 (2) — & 
Family history of allergy. 66 Stomach analyses 
Other allergies in patients Hypochlorhydria = | 
(past or present) 
Bronehia] 18 Abdominal operations 
33 Appendectomy 107 
rticaria or eczema. 34 Gallbladder 10 
Angioneurotic edema .. 3 Others (3) . es 
Bladder allergy —...... 1.5 Skin reactions Per Cent 
Symptoms Animal emanations _ 8 
Canker sores 17 House dust - 
Diarrhea ____.. Miscellaneous 
Constipation —— (1) Gastric retention in four 
colitis 14 cases, duodenal retention : 
4 one, spastic antrum in stomac 
testine an ypermoti ity 
the large bowel in one, hyper- 


stasis in stomach and upper 
intestine in one, moderate du- 
odenal_ stasis in five cases; 
marked dilatations of cap in 
one, spastic bowel in twenty- 
four cases. 

(2) All normal except stones 
in one case, negative shadows 
in one, questionable pathology 
in two. 

(3) Four hysterectomies, one 
gastroenterostomy, one increase 
in gastroenterostomy opening. 
Two for supposed intestinal ob- 
struction. One for sup 
perforation of ulcer. 


‘ 
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arising from food allergy revealed by the roent- 
gen ray have been reported by Eyermann and 
the writer'® and recently affirmed by Gay and 
Andresen. I have stressed the importance of 
using as a vehicle for barium a food to which 
the patient is not allergic. Most patients with 
acute or chronic gastro-intestinal symptoms 
should be studied with trial diets and diet analy- 
sis for several weeks until it is reasonably cer- 
tain that food allergy is not present or until 
some definite pathology is found. 

Bronchial Allergy.—The relative importance 
of food allergy to the inhalant allergies is illus- 
trated in Table 2 in the study of 1,418 private 


Table 2 


RELATION THE MAIN INHALANT TO 
FOOD THE PROBABLE ETIOLOGY 
PRIVATE PATIENTS WITH BRONCHIAL 
ASTHMA 


16 to 55 years... 
55 years 


Food allergy -. 

Pollen allergy - 

Animal emanation allergy... 

House dust allergy 

Other inhalant allergies and bacterial a. 
less than 


patients with asthma. If inhalants were con- 
sidered as a whole in this series they would 
probably hold an equal place with food. The 
main point to realize, however, is the frequency 
of food sensitization as one of the causes of 
asthma throughout life. Up to the age of two 
years it is often the sole allergic cause. There- 
after inhalants assume increasing activity, and 


Table 3 
STATISTICS ON PATIENTS WITH NASAL AND CUTANEOUS ALLERGY AND ALLERGIC TOXEMIA 
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probably need dominant consideration, but even 
in old age food allergy is not infrequently en- 
tirely responsible for bronchial asthma. In 
childhood food asthma is usually cyclic and 
non-seasonal in recurrence becoming more fre- 
quent and finally chronic as years advance. The 
preceding comments also pertain to allergic bron- 
chitis which may be due to food alone and may 
be unaccompanied by wheezing or any other 
allergic manifestations. 


Perennial Hay Fever —The important data on 
68 cases of perennial hay fever in which food 
allergy was the main or entire cause are listed 
in Tables 3 and 4. My statistics indicate the 
frequent occurrence of pollen and other inhalant 
allergies in these patients. So-called recurrent 
head colds in children are often due to food 
sensitizations and many children who have 
chronically congested and blocked nasal pas- 
sages, with the resultant sneezing, watery or 
mucoid discharge, nose picking, hacking, snort- 
ing and snoring which disturbs sleep and in- 
duces irritability and nervousness, suffer from 
food allergy. My statistics also point out that 
such nasal food allergy may arise in adult life. 
The average duration of symptoms was 8.7 years, 
many adults having suffered all their lives. 
Nasal allergy due to food, as well as inhalant 
allergy, has led to many operations, which fail 
to relieve because allergic reactivity cannot be 
destroyed with the knife. When any suspicion 
of allergy exists the secretions should be studied 
for eosinophiles for confirmatory evidence, as 
stressed by Hansel.'* Cloudiness, opacity or 
mucous membrane thickening in the sinuses as 


Past or Present History of 


S 


Years 


Cutaneous 
Allergy 
Per Cent 


tw | Average Age 


Perennial hay fever... 68 34 66 4-56 


w 
w 
w 
w 


Urticaria 


Eczema 


Acneform dermatosis... 


32 


Toxemia (allergic) ______. 29 22 78 38 


10 45 43 52 80 


Ocular, bladder and uterine allergy occurred in 1 to 4 per cent of the patients. 


| 
‘ 
y 
469 cases 
763 cases 
186 cases 
Per Ct. 
7 
9 
4 
3 
42 
36 
55 
07 
14 
13 
07 
10 
9 
16 
nt 
= 
18 
1 | 
ogy 
ae — | 32 
ing. 
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CONTINUED STATISTICS ON PATIENTS WITH NASAL AND CUTANEOUS ALLERGY AND ALLERGIC TOXEMIA 


Positive Skin Reactions 
| | | 
= 2s Ae | as | = 
| aes | | A Aa 
Perennial hay fever_. 68 69 43 30 | 21 | 26 54 7 8.7 
| 2.1 
61 65 38 44 18 15 | 15 15 (4-18) 
| | 4 
Angioneurotic edema 38 53 44 26 24 (1/3-40) 
| 8 
Eczema 48 71 46 44 | 33 (1/3-61) 
Acneform dermatosis 42 47 26 0 5 5 0 5.1 
80 45 


Drug idiosyncrasies occurred in approximately 1/5 per cent of the patients. 


*Twenty nose and throat and six abdominal operations because of toxic symptoms and headache. Eleven roentgen studies of the 
gastro-intestinal tract and seven of the gallbladder and thirteen stomach analyses were essentially normal. 


revealed by transillumination or the roentgen 
ray, may result from allergy as frequently as 
from infection. Surgery is contraindicated un- 
less gross infection is obvious. 

Urticaria and Angioneurotic Edema.—The 61 
cases of urticaria and the 38 cases of angio- 
neurotic edema which I have found due to food 
allergy demonstrate the frequency of this cause 
in both conditions throughout life. My data on 
urticaria could be swelled enormously by the 
inclusion of all transient cases seen in children 
arising from food sensitizations. Most of our 
cases of urticaria and particularly of angio- 
neurotic edema were persistent, of long stand- 
ing, and in adults. The production of both 
these conditions from bacterial allergy is com- 
mon enough in adults to make it imperative 
always to consider such a cause. The recent 
report of Emmett and Logan!’ of urticaria of 
17 years’ duration successfully treated with colon 
vaccine must be remembered. A patient of mine 
recently was relieved of a long standing urticaria 
by removal of an infected gallbladder. Another 
case of urticaria was due to an infected rectal 
fistula. Hopkins'® has also recently reported 
urticaria from inhalant allergy arising from an- 
imal emanations and pollens. Chronic urticaria, 
due to drug allergy, must be remembered. 

Angioneurotic edema due to food allergy may 
occur in any part of the body, producing severe 
pain and dysfunction from involvement of cen- 
tral or peripheral nerve tissues. Meniére’s syn- 
drome, intermittent hydrarthrosis, visual dis- 


turbances, transient swellings in the abdomen, 
intestines, bronchial or urogenital tracts, also 
arise from this cause. Recently one of my pa- 
tients had transient swellings in the epigastrium 
and transient involvement of the lung par- 
enchyma similar to that described by Cole and 
Korns.‘* Another patient had recurrent swell- 
ings in the tendon sheaths of the extremities, 
producing severe pain and spasms in the mus- 
cles, formerly attributed to neurosis. 


Allergic Eczema.—It is probable that allergic 
eczema due to food allergy after infancy is the 
result of blood borne allergens absorbed from in- 
gested foods reacting with sensitized cells in the 
cutis of the skin. Sulzberger would prefer to call 
this type disseminated neurodermatitis, and 
states that it is characterized by scaling, erythe- 
ma and induration, is not associated with visible 
vesicles, as is contact eczema or dermatitis, and 
may occur all over the body, with a predilection 
for the face, neck, and flexural surfaces. Food, 
along with inhalant allergens, is causative, being 
associated with either negative or positive skin 
reactions. Infantile eczema is probably of the 
same type as indicated by the studies of Hill,’ 
although Peck and Salomon! recently have 
stressed contact reactions to foods and dusts, 
especially that of feathers in infantile eczema. 


Allergic eczema in adults may also be due 
to inhalants, as described by Sulzberger and 
Vaughan.” It may arise from silk, and in a 
number of my patients it arose from pollens. 
Contact dermatitis due to pollens and vegetation 
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are thought by Coca and his collaborators to 
arise from pollen or leaf oils, or from oils of 
foods and from various chemical and other or- 
ganic substances. 


My present series of 48 cases contains 12 
children under three years of age. The others 
are adults over 15, with an average age in the 
entire series of 26 years. Since this series does 
not include many cases of infantile eczema, the 
frequency of food eczema in the first two years 
of life is not evidenced. Though reactions to 
inhalants occurred in a number of patients, 
marked evidence of their importance, along with 
food allergy, was obtained in only four or five 
subjects. Food allergy as the sole cause of 
eczema of the ear canals in four patients, of 
eczema behind the ears in two patients, or pru- 
ritis ani in four patients, and of eczema on the 
backs of the palms of the hands in three patients, 
stresses the marked tendency to its localization 
in small and specific areas. One woman had 
had aural eczema due to food for 60 years, and 
her daughter had had it for 30 years. The 
recurrent vulval excoriation I reported in 1931? 
was a similar condition in those mucous mem- 
branes which suggests the possibility of eczema- 
tous-like lesions from food arising in the mucous 
membranes of the bowel or bladder. Thus the 
occurrence of allergic eczema due to inhalants, 
especially to pollens and contact eczema, are of 
paramount importance in adult life. 

Acneform Dermatosis—In 1931! I reported 
food allergy as an important cause of acne, and 
White! in 1932 confirmed its frequency. In 
Tables 3 and 4 I present 19 cases of such acne. 
Skin reactions were of no definite help, most of 
them occurring to foods which produced no dif- 
ficulty. The marked exaggeration of the facial 
or back eruption previously noted in girls dur- 
ing menstruation was entirely relieved when the 
food allergy was controlled. Food allergy as 
an important underlying cause of acne must be 
generally appreciated. 

Allergic Toxemia.—Toxemia due to food al- 
lergy was described by me in 1930,” and has 
been observed in a severe form in 29 patients. 
Many mild cases are not included in this analy- 
sis. These patients feel drowsy, dull, find it dif- 
ficult to think and concentrate, and complain 
of lack of strength and pep. They awaken tired 
and frequently ache all over the body. The 
statistics show that allergic headache and espe- 
cially gastro-intestinal allergy are frequently 
present. This toxemia due to food allergy is 
similar to that due to pollen which Kahn has de- 
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scribed in children, and which I have also en- 
countered in adults. 

Allergic Headache and Migraine.—Typical 
migraine and recurrent headaches are often due 
to food allergy. Occasionally pollen allergy 
alone, or associated with food allergy, may cause 
recurrent headaches, and likewise animal emana- 
tions have been reported as causative. Recently 


I have relieved a patient of migraine which had 
not yielded to elimination diets by desensitiza- 
tion with a dilute colon vaccine. 

The data on 247 consecutive private patients 
who have complained of. recurrent headaches are 
presented in Table 5. Space will not permit a 


Table 5 


STATISTICS ON 247 PRIVATE PATIENTS WITH HEAD- 
ACHE AS A MAJOR COMPLAINT 
Ages 
1 to 15 years _. 
15 to 35 years 
35 to 55 years 


Personal history 
Nasal congestion 
Hay fever 
Asthma 
Chronic indigestion 
Nausea 
Vomiting 
Abdominal pain 
Constipation - 
Diarrhea __ 
Eczema _.. 
Urticaria 


Males 

Females 

Duration of symptoms 
to 1 year...... 
1 to 5 years 
Over 5 years 

Results No.of Per Ct. 
Failure _ 43 17 
19.5 
Good . 155 63.5 


Family History 
Headaches 
Asthma 
Hay fever _...... 
Chronic indigestion 


Cooperation 
None ....... 
Poor . 
Fair 


Skin reactions 
Good 


Inhalants 
Miscellaneous 


repetition of my former discussion** of this im- 
portant manifestation of food allergy. Good 
results in 63.5 per cent, with poor or fair co- 
operation in 19 per cent, indicate average re- 
sults which can be expected with the intelligent 
and continued use of trial diets. The poor or 
only fair cooperation in 19 per cent indicates 
that good results in a larger number might have 
occurred with accurate adherence to instructions 
by these individuals. The frequency of food 
allergy as a cause of migraine and recurrent 
headaches was first emphasized by Vaughan 
and since then by the writer, Balyeat,?* Eyer- 
mann, DeGowin and others. The marked relief 
reported by all is not equalled by any other 
therapeutic treatment ever suggested for this 
malady. 

Other Manifestations of Food Allergy—tdio- 
pathic epilepsy not infrequently is due to food, 
and to a lesser extent to inhalant allergies. I 
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have one boy of 14 years who had Jacksonian 
attacks due entirely to egg allergy. One other 
lad has been entirely free for five years as a 
result of pollen therapy, and one boy is relieved 
of former nightly attacks of three years’ dura- 
tion when he does not overstep his diet. Men- 
iére’s syndrome, transient deafness, often of long 
duration and transient paresthesia, paresis, and 
other nervous and even mental disturbances 
arise from allergic edema or swelling in the tis- 
sues of the brain cord or nerves, and possibly 
from smooth muscle spasm in the arteries result- 
ing from food allergy. One woman had been 
confined to her bed most of the time for three 
years because of constant dizziness, weakness, 
diarrhea, and sudden acute attacks of vertigo, 
due entirely to allergies to all the cereals, milk, 
egg and several vegetables. Another woman 
had marked insomnia whenever milk or even 
butter was taken. Pain, stiffness and at times 
swellings in joints may arise from food sensitiza- 
tions. The occurrence of high or low grade tem- 
peratures from food allergy must be remembered. 
Leukorrhea, painful menstruation and even 
menstrual bleeding may be due to this cause. 
Allergic purpura, described by Alexander and 
Eyermann,2> must always be kept in mind. 
Bladder allergy reported by Duke*® is receiving 
more attention. One of my patients had had 
severe bladder burning and prolonged incapaci- 
tating dizziness for twenty years. A man had 
had colicky pain in the left abdomen, radiating 
into the left lumbar region, necessitating mor- 
phine for relief. It simulated renal colic, pye- 
lography was negative and elimination diets 
gave relief in ten days. Vulval burning existed 
in one woman for four years due to food allergy 
for which hysterectomy had been performed. 
Ocular allergy producing hemorrhage and smooth 
muscle spasm arose from food and pollen allergy 
in one patient. The possibility of allergic re- 
actions to foods in the arteries leading to anginal 
pain, as reported by Werley, and of cardiac irreg- 
ularities and especially of paroxysmal tachy- 
cardia originating from allergic reactions in car- 
diac muscle have received some substantiation 
through the demonstration by Sulzberger?’ of 
allergic reactions in the arteriolar muscle in to- 
bacco allergy. 


TREATMENT 


When a diet has been found by the methods 
already discussed which relieves the patient’s 
symptoms, it must gradually be enlarged by the 
addition of one or two foods a weeks, according 
to the plan recommended for the type of trial 
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diet chosen by the physician. The method of 
trial dieting with my revised elimination diets, 
menus, and recipes, has been republished in a 
recent article.* Food allergy is best relieved by 
a continued elimination of causative foods over 
a period of months or years. To obtain the 
best results, such exclusion should be absolute 
and foods should not be fed for testing purposes 
oftener than once every four to six months. At 
times tolerance returns in a few weeks; it may 
never return. 


With the reinstatement of a food it must be 
remembered that symptoms may return imme- 
diately or in a few hours, days, or even months, 
depending on the degree of established and nat- 
ural tolerance the patient may have gained. 
However, one manifestation may disappear, leav- 
ing potential food allergy to reappear in an- 
other manifestation. 

Subcutaneous desensitization with food ex- 
tracts or oral desensitization with gradually in- 
creasing amounts of food have yielded results 
in a few hands. Propeptan therapy has not 
been successfully used in America. 


It is important to state that the control of 
associated inhalant or other sensitizations, espe- 
cially in nasal and bronchial allergy, or in allergic 
eczema, is imperative in many patients if good 
results are to be expected from the elimination 
of allergenic foods. Diets must be prescribed 
with due regard to the caloric, vitamin, and min- 
eral requirements so that undernutrition or un- 
wise weight reduction do not occur. 


Success in the control of food allergy depends 
on the accuracy of dieting. In very sensitive 
patients the exclusion of a causative food must 
be absolute. Even a trace of butter in a milk 
sensitive patient may precipitate symptoms. 
Until results are assured, therefore, patients 
should eat at home or their meals should be 
prepared by one who appreciates the danger of 
trivial breaks in the diet. Eating in restaurants 
and hotels usually ends in grief and resulting 
symptoms are apt to confuse the real importance 
of food allergy in the minds of the physician 
and patient alike. 
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ALLERGIC HEADACHE* 


By WarREN T. VAUGHAN, M.D., 
Richmond, Virginia 


That headache, particularly that of the mi- 
graine type, might be associated with allergy, 
especially to foods, has been suggested by va- 
rious authors, notably in this country, by Joseph 
L. Miller, Rowe, Eyermann, Rinkel and Balyeat, 
and Vaughan. French authors as early as 1850 
grouped migraine with hay fever, asthma, eczema 
and certain other conditions, as a manifestation 
of the exudative diathesis. With the advent of 
the allergic concept an explanation for this ap- 
parent relationship was available, and since the 
preliminary work of the authors mentioned above 
there has been a fairly general acceptance of 
the idea that headache may at times be allergic. 
There is not as close agreement among investi- 
gators regarding the degree of importance of 
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allergy in the etiology of recurrent or periodic 
headache of the migraine type. Some feel that 
while it is at times responsible, allergy is only 
a secondary factor. Others feel that it is a very 
important factor. 


The question has also been raised as to whether 
headache, due to allergy, should be called mi- 
graine, or whether allergic headache and migraine 
are two entirely distinct entities. In an effort 
to answer these questions the writer has made 
an intensive study of his series of patients with 
allergic headache, to determine, if possible, 
whether we are dealing with a true migraine or 
with some other type of chronic or recurring 
headache. 

The conclusion of this study is summarized as 
follows: Whereas, in our first series of so-called 
allergic migraine, treated purely on the basis 
of food allergy, and reported in 1927, we were 
able to give adequate relief to 36 per cent; in 
the second series, reported in 1933, the incidence 
of adequate relief had been increased to 51 per 
cent. There was an additional 20 per cent in 
which there appeared to be food allergy or other 
allergic manifestations, but in whom dietary re- 
strictions did not relieve the headaches. Thus, 
in a little over 70 per cent of all of the cases of 
recurrent paroxysmal headache which we have 
seen in the last 10 years there is an allergic fac- 
tor and about 50 per cent can be satisfactorily 
relieved, if not entirely so, by allergic methods. 

An attempt was next made to find, if possible, 
any difference between those who were relieved 
and those who were not relieved, which would 
enable us to foretell good or poor results. The 
comparison was made between the 50 per cent 
with relief and the approximately 30 per cent 
with no relief whatsoever, and little or no evi- 
dence of an allergic factor. The 20 per cent 
who were not adequately relieved but did show 
evidence of an allergic factor were not included 
in the comparison. 

With two exceptions as noted below there was 
no difference whatsoever in the symptomatology 
of the two groups, or in the history of the evolu- 
tion of the malady. A composite picture of each 
group corresponded to the composite picture of 
true migraine. Not every case experienced ocular 
manifestations or other prodromata or sequelae 
classed as characteristic of true migraine, but 
the occurrence of these manifestations was dis- 
tributed through both groups in about equal 
percentages and in about the frequency usually 
recorded in any series of true migraine. We were 
brought to the conclusion that the cases of re- 
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current allergic headache which we had been 
treating were predominantly cases of true mi- 
graine, both those which were relieved and those 
which were not. 


There was no clear-cut differentiation between 
the two groups that could be based upon loca- 
tion of pain, prodromata, ocular symptoms, men- 
tal, vasomotor or peripheral nerve symptoms, 
frequency, duration, gastro-intestinal symptoms, 
non-allergic precipitating factors, or urinary 
manifestations. The two points mentioned above 
which showed a tendency to differentiation in 
the two groups were unilaterality and regular 
periodicity. 

Better results from allergic treatment were 
obtained distinctly more frequently in those pa- 
tients in whom the headache was usually and 
predominantly one sided than when the head- 
ache was usually or predominantly bilateral. 
Poorer results were obtained in those in which 
the periodicity was regular, especially when it 
accompanied the catamenia, than in those in 
which the attacks occurred at irregular intervals. 


To be sure, allergy may cause headache other 
than typical migraine. There may be headache 
due to sinus blockage from an allergic nasal re- 
action, but in my experience this is a sinus type 
of headache, easily recognized as due to intra- 
nasal disease, in contrast to the migrainous type. 
Also, I have seen a few headaches associated 
with allergic neuritis. It sometimes takes the 
form of trigeminal neuralgia, sometimes a neu- 
ralgia of the occipital nerve. In my experience 
these are usually due to food allergy. I do not 
mean that trigeminal neuralgia is usually due to 
food allergy. Once in a long while one will find 
that a case of trigeminal neuralgia is due to 
allergy, and when this is the case it is usually 
food allergy. 

. The question arises as to what percentage of 
the population suffers from allergic headaches. 
The writer has made an allergic survey of an 
entire population in the village of Clover, Vir- 
ginia, and enough of the neighboring territory 
to complete a total of 508 individuals. This 
included all inhabitants at all ages. Approxi- 
mately 10 per cent of the population was found 
to be frankly allergic, with definite history of 
hay-fever, asthma, urticaria, migraine. An ad- 
ditional 50 per cent had experienced some mild 
or evanescent allergic manifestation in the past. 
The difference between the two groups lay prin- 
cipally in the fact that the former or frankly 
allergic usually did not know the cause of their 
malady, while the latter, or minor allergics, com- 
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prising 50 per cent of the population, had no 
difficulty in recognizing the cause of their symp- 
toms. This was because the cause was usually 
some substance with which the individual came 
into only occasional contact and which could 
easily be recognized. The minor allergic, rec- 
ognizing the cause, was able to avoid it, thereby 
relieving himself and obviating the necessity for 
consulting a physician. Among the foods, for 
example, the minor allergic was more likely to 
be hypersensitive to occasionals such as onion, 
cabbage, strawberry, tomato. We know from 
experience in office studies that the major al- 
lergic is more often sensitive to staples such as 
wheat, egg, milk, and the like. 

When, in the survey we arrived at a study of 
the incidence of recurrent headaches due to foods 
we were surprised to discover that as high as 
7 per cent of the entire population had expe- 
rienced recurrent headaches due to the eating 
of certain foods. And without exception they 
were able to name the foods responsible for the 
symptoms. A larger percentage of the popula- 
tion had had chronic or recurrent headache, 
but this is the proportion of the population who 
had convinced themselves that specific foods were 
responsible. Here again it was foods eaten rel- 
atively infrequently. Of those in the population 
who gave a history of chronic or recurrent head- 
aches, 21.4 per cent attributed the headaches to 
food idiosyncrasy. 

We may, therefore, conclude that in a general 
population, such as the one studied, about 7 per 
cent may have occasional headaches due to food 
allergy. Food allergy may play a part in the 
etiology of about one-fifth or all of the chronic 
or recurrent headaches observed in a community. 

It is in this group of minor allergics that we 
might be inclined to use the term allergic head- 
ache rather than allergic migraine. Headaches 
in this group are relatively not severe and are 
often unassociated with prodromata, ocular mani- 
festations, or gastro-intestinal symptoms. But 
even here there appears to be still a predisposi- 
tion toward unilateral involvement, the head- 
ache usually coming over one eye or the other. 

As to whether this mild type of headache 
should be called migraine, there is room for argu- 
ment, depending primarily on one’s definition of 
migraine. If one insists on the presence of ocular 
manifestations such as scotomata and _ gastro- 
intestinal symptoms before accepting a case as 
migraine, some of these will not fall into this 
category. If on the other hand one accepts the 
literal translation of migraine or hemicrania with 
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Osler’s very broad definition, “‘a paroxysmal af- 
fecticn characterized by severe headache, usually 
unilateral and often associated with vomiting 
and disorders of vision,’ then most of these cases 
still fall into the category of migraine. 

In addition to these two surveys of chronic 
allergic migraine and of the incidence of head- 
ache due to foods in a homogeneous population, 
we made a third survey, of the incidence of 
headache due to food allergy among major 
allergics, that is, among those patients reporting 
to the office for allergic study for some frank 
or chronic allergic manifestation. We found that 
approximately 30 per cent of those frankly al- 
lergic individuals studied had experienced recur- 
rent or paroxysmal headaches due to the inges- 
tion of specific foods. This study was made on 
a consecutive series of admissions of cases of 
asthma, hay fever, urticaria, eczema, and so 
forth. 

CONCLUSIONS 


Upwards of 7 per cent of the population may 
at one time or another experience chronic or 
recurrent paroxysmal headaches due to food 
allergy. 

Upwards of one out of every five chronically 
recurrent headaches may have an allergic etio- 
logic factor. 


Nearly one out cf every three frankly allergic 
individuals may experience headaches at one time 
or another due to food allergy. 

Headaches due to food allergy, as a class, 
present the characteristics of true migraine. 
There are many cases of mild headache, not 
typically migraine, and indeed these occur in in- 
dividuals who at other times have severe true 
migraine from the same cause. The term allergic 
headache might be applied to the mild cases and 
to those due to intranasal disease, allergic neu- 
ralgia, and probably also to true intracranial 
angioneurotic edema. The writer feels, however, 
that it will eventually be demonstrated that the 
mild allergic headache described in his series of 
minor allergics differs from the allergic migraine 
manifested by major allergics, in degree only. 

Sensitization studies of migraine are justified 
inasmuch as by allergic methods fully 50 per 
cent may be adequately relieved. Such studies 
include not only skin tests, but also careful super- 
vision with the keeping of a food diary, the use 
of trial or elimination diets when necessary, and 
close collaboration between physician and pa- 
tient for many months in order to discover all 
of the offending allergens, including those which 
have failed to give positive skin reactions. 
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CLINICAL SIGNIFICANCE OF CHANGES 
IN THE FIRST HEART SOUND* 


By Georce L, Caruisie, M.D., 
Dallas, Texas 


While it is perfectly true that snapshot diag- 
noses are dangerous, it is just as true that to 
be bound invariably to a long routine form in 
the study of every case is just as untrust- 
worthy. The only clue to a correct diagnosis 
often is one small observation made in a split 
second by the clinician of experience. This 
clue is brought to the attention of the examiner 
when he, upon making some routine examina- 
tion, suddenly finds something which he imme- 
diately recognizes as abnormal and from his 
clinical knowledge knows that this abnormality 
is probably due to one of several possibilities. 
From this clue by a process of elimination a 
correct diagnosis is made. 


When I was asked by our president to present 
some worth while clinical fact in the short time 
of 15 minutes, and was told that this fact must 
be something which had served me well in my 
personal experience in the practice of medicine, 
it immediately occurred to me that certain 
changes in the character cf the first sound of 
the heart had often served to help me in making 
a correct diagnosis and that a short discussion 
of these changes as I have found and _inter- 
preted them might be of some help to you in 
your daily bedside practice. I sincerely hope 
this proves to be the case. 

Upon routine auscultatory examination over 
the heart, two sounds are usually heard. These 
are referred to as the first and second heart 
sounds. We often obtain knowledge of great 
clinical value from various changes in these 
sourds. We evaluate these changes according 
to our knowledge of the normal sounds heard 
in health. 

Much study has been directed toward the 
various changes which take place in the second 
heart sounds and much knowledge of sound 
clinical value exists regarding these changes. 
There are certain diseases which practically in- 
variably cause changes in the first sound of the 
heart which are quite characteristic. It is about 
these changes in the first sound that I wish to 
speak. 

Normally, the first sound of the heart is 


*Read in Clinical Session, Medical, Southern Medical Associa- 
tion, Twenty-Eighth Annual Meeting, San Antonio, Texas, No- 
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somewhat softer and definitely longer in dura- 
tion than either the aortic second or pulmonic 
second sounds. These sounds have been de- 
scribed as “lubb-dup’”—the “lubb” represent- 
ing the first sound and the “dup” the second 
sound. 


I wish to speak of three common diseases, or 
abnormalities, which cause a definite increase 
in the first sound of the heart, and briefly dis- 
cuss other changes in this sound which some- 
times occur. 


The three diseases causing increase in the 
first sound in their order of frequency in my 
experience are: (a) emotional upsets, or in- 
stability, (b) mitral disease with stenosis, and 
(c) thyrotoxicosis. 


The emotional or nervous patient is the most 
common type we see, and very often this is the 
type of patient who consults the physician for 
relief from “heart disease.” The complaints of 
such a heart case are usually numerous, but 
chief, at least among them, is the pounding of 
the heart. Upon auscultation over the heart in 
this condition one is often struck by the pre- 
dominance of the booming first sound of the 
heart which overshadows all other heart sounds. 
In many of these persons the degree of general 
self-control may completely mask temporarily 
all other signs of emotional, or psychic, strain. 
It is here that this characteristic first sound is 
of much clinical value. The degree of tachy- 
cardia may not be in keeping, since some of 
these patients have a pulse slower than one 
would expect when emotional strain is the only 
etiologic factor. Tachycardia of 100 or more, 
however, is the rule. In this type of heart 
symptoms no other variation from the normal 
is found, but the first sound is so altered from 
the normal that the clinician of experience will 
immediately recognize that it constitutes an ab- 
normality. He will, therefore, institute a search 
for the cause, often leading to a correct diag- 
nosis which otherwise could be easily over- 
looked. 


In any degree of mitral disease with stenosis 
the first heart sound is, I think, practically 
pathognomonic. I have seen many cases where 
this change in the first sound was the only 
abnormality found in the auscultatory examina- 
tion of the heart while the patient was at rest. 
In contrast to the booming first sound, just de- 
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scribed in patients suffering from emotional 
instability, the first sound in mitral stenosis js 
increased, but it is a sharp, snapping sound, 
regardless of the rate of the heart. This sound 
is so characteristic of mitral stenosis that it 
can be relied upon almost as much as the presys- 
tolic murmur. Upon hearing this type of first 
sound the examiner should put the patient 
through some exercise, bringing out the charac- 
teristic presystolic murmur which rises with a 
rush, to stop short with this sudden snapping 
first sound at the apex. In any patient with a 
short snapping first sound at the apex of the 
heart mitral stenosis must be thought of and 
carefully excluded. 


In the presence of thyrotoxicosis of any type 
one finds a very characteristic type of heart 
action. The rate of the heart is increased, but 
the most descriptive term used with reference 
to the heart beat is the so-called “angry heart.” 
In this disease the first sound of the heart is 
loud and the apex strikes against the chest wall 
with sufficient force to be felt with the hand 
laid over the precordium. Upon auscultation 
the first sound will be louder than any other 
sound of the heart, and while it is somewhat 
like the heart in emotional instability, the first 
sound in thyrotoxicosis is even more violent in 
its action, 


In general, I would say, when the first sound 
of the heart is the loudest of all the heart sounds, 
suspect some definite abnormality. This is even 
a safer rule to follow than the suspecting of 
disease upon hearing an accentuated aortic or 
pulmonic second sound. 


I know of no condition which is attended by 
a reduction in the intensity of the first heart 
sound. There are, of course, many states which 
may bring about a general reduction in the 
heart’s action and thereby make all the heart 
sounds less clearly heard, but no disease, as 
I said above, brings about a reduction in the 
intensity of the first sound alone. 


At times one hears a double first sound at 
the apex of the heart, but so far as I know no 
adequate explanation has been given for this 
phenomenon. It has been said that bundle 
branch block may be diagnosed, or at least sus- 
pected, by a double beat at the apex, but at 
least for the present I am depending upon the 
electrocardiograph to make such a diagnosis. 
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JAUNDICE AS A SYMPTOM* 


By Outver C. Metson, M.D., F.A.C.P., 
Little Rock, Arkansas 


Jaundice was recognized as a symptom of 
liver disorders by the ancients, and since its 
recognition it has intrigued clinician, surgeon, 
biochemist and physiologist. Since 1914 there 
has been renewed interest in the vagaries of 
jaundice and many new links have been added 
to the chain of knowledge concerning it. 


While the obstructive type is the most com- 
mon and in many instances handled with greater 
ease, it is not the type which falls to the lot of 
the internist for classification and relief. This 
discussion will, therefore, chiefly embrace the 
toxic and infectious, and hemolytic forms of 
jaundice. 

Clinically, the toxic and infectious group may 
be further divided into four sub-groups: (1) 
those due to infections, as in the epidemic jaun- 
dice; (2) those due to poisons such as cincho- 
phen, trinitrotoluene, tetrachlorethane, arsphena- 
mine, chloroform, and the like; (3) those due 
to Spirocheta icterohemorrhagica; and (4) those 
due to intrahepatic changes associated with preg- 
nancy, heart disease, exophthalmic goiter, and 
the like. 


To crystallize the symptomatology, I shall 
quote a fairly typical history. 

Mr. H., aged 45, had bilateral antral windows made 
three days apart. Two days later he noticed that the 
urine was unusually red and dark. At about the same 
time the skin became jaundiced. Associated symptoms 
were bloating after meals, belching, anorexia, nausea and 
vomiting. There was no pain, but the patient com- 
plained of slight itching. Fever or sweats were absent. 
The liver was enlarged moderately and tender. The 
systolic blood pressure was 104, diastolic 80, pulse 74. 
Laboratory tests showed the stools to be acholic at 
times, the duodenal contents and urine to contain bile, 
the icterus index to be 18. 

This general symptomatology is usually in- 
dicative of one of the non-obstructive types of 
jaundice. Some variations and additions occur 
which help in the differential diagnosis and in 
the prognosis. For instance, acute yellow atrophy 
of the liver may simulate a simple catarrhal 
jaundice in its early stages. After a few days 
grave symptoms occur such as severe headache, 
delirium, vertigo, nausea and vomiting, convul- 
sions, coma and death. The liver is smaller 
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than normal, due to the acute necrosis and 
autolysis of the liver cells. The pigmentation 
of the skin varies in density, but may be ex- 
tremely deep in some cases. Also, it is said to 
be absent in some. The cholesterol and sugar 
of the blood are both diminished. The urine 
contains an excess of urobilinogen and bile pig- 
ments, and sometimes leucin and tyrosin crystals 
may be demonstrated in concentrated specimens. 


These severer forms of jaundice have been 
more frequent during and since the war. Muni- 
tion and aeroplane workers were often afflicted 
from exposure to the trinitrotoluene of high ex- 
plosives and to the tetrachlorethane used on 
aeroplane wings. The latest offender is cincho- 
phen and its derivatives. It is said that the 
chance a user of cinchophen runs of being pois- 
oned is about 1 to 500,000, which probably puts 
it into the same rank as the benzol and phenol 
groups as a cause of granulocytic neutropenia. 
You all are familiar with the jaundice associated 
with arsphenamine administration. Since it is 
usually recognized earlier than other types, it has 
lost some of its mortality. 

The treatment of simple catarrhal jaundice is 
well-known. The patient should remain in bed. 
The diet should be simple and contain an excess 
of carbohydrate. Fats and eggs are contra- 
indicated. The use of the Lyon tube for duo- 
denal drainage, I have felt, has been of distinct 
value in shortening the duration of symptoms. 
Whether a coincidence or not, acholic stools 
have ceased after a diagnostic drainage of the 
duodenal contents. Sometimes constipation is 
obstinate and then the free use of magnesium 
sulphate has been beneficial. If gas is annoy- 
ing, a little bromide with charcoal may be used 
effectually. 

In the severer forms of intrahepatic jaun- 
dice, that is, in those in which an etiological 
factor is present which may eventuate in atrophy 
of liver, the first indication in treatment is to 
remove or withhold the cause. If the patient 
has been seen early enough this alone may re- 
sult in complete and permanent clinical cure. 
This brings up the subject of “latent jaundice,” 
that is, cholemia without choluria or icterus. In 
cases of syphilis, it is advantageous to make 
estimations of the icterus index, and if there 
is an increase of serum bilirubin, injections of 
neoarsphenamine should be discontinued. Glu- 
cose by mouth or intravenously is apparently 
of distinct advantage in the amelioration of 
symptoms and in effecting a cure. The blood 
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sugar values in my experience are usually low, 
but even if within normal limits, glucose is of 
value. In the toxic jaundice produced by arsen- 
ical poisoning, sodium thiosulphate is beneficial 
and may be given twice daily in 15-grain doses 
intravenously if necessary. 


Specific therapy there is none for toxic or 
infectious jaundice. Cholegogues are not indi- 
cated. Where the damage of the liver is severe, 
general supportive measures, such as transfu- 
sions, are necessary. Calcium is also advocated, 
but I do not believe it has as much value in 
these cases as in the obstructive types. 


Without advancing any reasons, I believe the 
controversy about hemolytic jaundice has been 
definitely settled and its existence as a clinical 
entity fully established. Clinically we recognize 
several forms, such as the chronic hemolytic or 
acholuric jaundice, the acute hemolytic jaundice 
accompanying snake bite, black water fever, and 
so forth, and the jaundice accompanying per- 
nicious anemia. With seeming unconcern, I am 
ignoring the first two groups and am directing 
your attention to the pernicious anemia group. 

The lemon tint cf the skin of the pernicious 
anemia patient is familiar, but sometimes, unless 
the symptom of jaundice be thoroughly investi- 
gated the diagnosis may be missed. This is 
especially true if there has been antecedent 
cholecystitis or cholelithiasis. 

Evidences of blood destruction may be deter- 
mined from an analysis of the serum bilirubin, 
as well as by blcod count and hemoglobin esti- 
mation. The presence of urobilinogen in the 
urine and increased urobilin in the duodenum 
are also valuable in estimating blocd destruc- 
tion in pernicious anemia. The van den Bergh 
diazo reaction may assist in the differentiation 
between hepatic and hemolytic jaundice, but I 
have not fcund it an absolute guide. 

Treatment of the jaundice associated with 
pernicious anemia, of course, entails treatment 
of the fundamental disease. As remission ap- 
proaches, the jaundice is lessened. However, in 
subsequent relapses, the jaundice may be deeper 
than originally. 

I have purposely avoided discussion of the 
theoretical and experimental aspects cf this sub- 
ject. My object in presenting it is to call to 
attention the types of medical jaundice and their 
chief differentiating points. Perhaps it is wise 
to consider all jaundice as obstructive until evi- 
dence to the contrary accumulates. However, 
I feel as much chagrined as the surgeon when 
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he operates upon a jaundiced patient whose 
lesion is in the hepatic parenchyma rather than 
in the biliary system. It is not always possible 
to make the distinction, but at least the effort 
should be made. 

Finally, I wish to emphasize the conception 
that jaundice is not merely a symptom of hepatic 
disease but also is a symptom of importance 
in certain hematopoietic disturbances. 

909 Main Street 


THE HUMAN BREAST AND ITS 
FUNCTION* 


By L. R. DeBuys, B.S., M.D., F.A.A.P., 
New Orleans. Louisiana 


In a period extending over many years, dur- 
ing 14 of which routine and systematic obser- 
vations have been made upon the human breast, 
many pieces of information have been gathered 
which should be of value to those of us who 
are called upon to decide questions regarding it. 


These questions must be considered from three 
points of view, namely: (1) medical; (2) func- 
tional; and (3) esthetic. 

The remarks I shall make are based upon 
over 125,000 observations made mostly in the 
service of the newly born at the Touro Infirmary, 
and also in institutional and private practice. 
It is not my intention to convey the impression 
that the breasts of 125,000 individuals have been 
observed; but, that number of observations have 
been made upon the human breast and include: 
the yearly observations of the breasts of grow- 
ing girls in an institution, whose ages range 
from 8 to 21 years; daily observations upon the 
breasts of the mothers of the newly born; 
monthly, or even more frequent, observations 
upon lactating breasts in the follow-up division 
of the service of the newly born; observations 
of the breasts during pregnancy of mothers 
whose breasts have continued under our supet- 
vision; and the breasts of the newly born them- 
selves. 

It must be mentioned here that with the in- 
auguration of the service of the newly born 14 
years ago the responsibility of the care of the 


_ “Read in Clinical Session, Texas Pediatric Society, meeting con- 
jointly with Southern Medical Association, Twenty-Eighth Annial 
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*From the Service cf the Newly Born, Touro Infirmary, New 
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breasts of the mothers was placed with the 
pediatric department. Of course this pertained 
only to the free service in the institution. 

It will be seen from the various sources avail- 
able for study: (a) that the developing breast 
could be observed with its occasional pathology ; 
(b) that the growing breast could be studied 
during its various evolutionary stages, namely. 
puberty, adolescence, pregnancy. puerperium. 
lactation, and weaning; and (c) that the human 
breast could be studied from the esthetic view- 
point. 

Before entering upon the discussion of the 
subject it must be first stated that the breast 
is that part of the body which contains within 
it the mammary gland, and that the mammary 
gland is the functioning part of the breast. The 
areola is that part of the breast under which 
normally the receiving ducts for the smaller milk 
ducts are situated, and these latter ducts ter- 
minate in several small openings in the nipple 
through which they empty. 

In the allotted space of time naturally only 
a limited consideration may be given to this 
vast subject. 

A knowledge of the embryologic development 
of the mammary gland should cause one to be 
constantly cn the alert for evidence of abnor- 
malities. In the human embryo there are in 
the milk line several gland anlages. This is also 
to be found in lower animals, such as, for ex- 
ample, the dog. 

In the human, however. these anlages in the 
process of evolution disappear, and normally 
there remain only two, one of each side. Should 
this evolution not take place normally, there 
will result supernumerary mammary glands or 
nipples, or both. We have seen as many as six 
mammary glands in one human being. When 
this occurs and the units are complete, a drop 
or two of milk, or even much more milk may be 
expressed therefrom following childbirth. 

Frequently, however, a discrete supernum- 
erary mammary gland may exist without the 
nipple, but with an outlet, and at times even 
without the outlet. During menstruation these 
glands may temporarily enlarge. But of espe- 
cial interest is their evolution following child- 
birth, when they go through the various stages 
that the normal glands do, but because of not 
being stimulated by sucking or withdrawing of 
the milk therefrom, they subside in about eight 
days, while the normal gland continues in its 
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evolution to its natural function, the production 
of milk. 

The supernumerary glands should not, as is 
frequently the case, be confused with neoplasms 
and be subjected to surgery. A knowledge of 
the existence of the milk line, and the location 
of discrete mammary masses in these lines, 
should spare the woman any unnecessary sur- 
gery. 

An interesting observation upon the breast is 
the engorgement frequently found in the newly 
born. At one time it was believed that this was 
due to trauma. While trauma of the breast of 
the newly born may very often result in a mas- 
titis, the engorgement to which I refer is dis- 
tinctly different and is not an inflammation; 
but, because it occurs at approximately or a 
little before the normal stage of engorgement 
of the mother’s breasts it would seem to be most 
probable that it is also due to a release from 
the inhibiting influence of the placenta over the 
functioning of the mammary glands. The same 
observation with these engorged glands as with 
the supernumerary mammary glands in the 
mother has been noted, namely: if they be left 
alone they will subside without trouble. If they 
are stimulated, which is bad practice, a drop of 
milk occasionally may be expressed from them 
and because of the trauma, incident to this milk- 
ing procedure, an abscess will frequently follow. 

We have no positive evidence, but it is highly 
probable that an inflammation or an abscess 
at this time may impair the gland so as to inter- 
fere with its future function, or even its future 
development. 


There may be many factors during the growth 
and development of the individual which may 
so involve the mammary gland as to interfere 
with its growth and ability to function at the 
proper time. It is possible that some of the 
diseases which have a predilection for the gland- 
ular structures of the body, such as mumps, 
may be included among these. 

In our observations we have found cases in 
which there were differences in the development 
of the two breasts of the same _ individual, as 
well as great differences in the function of the 
two sides. In one case there was a difference 
in the production of milk between the two breasts 
of five ounces. 

Early in life abnormalities of the milk ap-— 
paratus may be detected: more particularly is 
this so with regard to the supernumerary nipples 
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and areolas. Very noticeable changes are not 
likely to be present if the milk system is nor- 
mal, except in endocrinopathic subjects, until 
the approach of puberty. At this time a decided 
change takes place in all three factors which 
are the indices of potential functioning. These 
are: the nipple, the areola, and the mammary 
gland. At this particular stage of development 
the areola enlarges both in circumference and 
in prominence; the nipple widens, and the erec- 
tile tissue in it becomes more active; and the 
mammary gland enlarges within the breast; 
while the breast may enlarge in proportion to 
the enlargement of its mammary gland or much 
more rapidly. Racial, endocrine, and esthetic 
factors have their respective influences upon the 
appearance of the ultimate breast and manifest 
themselves during adolescence. 

Elsewhere! I have described the different 
types of nipples, areolas, and breasts so that 
for brevity mere mention of my classification 
is made here: 


Nipple Medium 
Retracted 
Pouting 
Infantile Breast 
Infantile 
Cauliflower 
Pacifier 
Areola Pendulous 
Lumpy 
Infantile Size of each type may be 
ma small, medium or large 


With the advent of pregnancy another evo- 
lutionary change takes place in the human milk 
system. These changes may begin at a variable 
time, depending upon the activity of the response 
of the system to the new situation, and to the 
normality of the milk apparatus. Usually they 
are noted from the second to the fourth month. 
The greatest change takes place in the mam- 
mary gland, which enlarges and becomes firm, 
and, if the breast is small, the skin is so stretched 
as to result in the production of striae in the 
skin. This is a good sign for the successful 
production of milk. Of course, if the breast 
is large there may be a great increase in the 
size of the gland with no noticeable change on 
the skin surface, and still the gland may be 
a good producer. 


In the areola are the next greatest changes. 
The type of the woman, whether blonde or 


SOUTHERN MEDICAL JOURNAL 


March 1935 


brunette, will influence these changes, only in so 
far as the amount of pigmentation is concerned. 
The areola becomes widened and darker, and 
there appears a secondary pigmented area be- 
yond the primary areola. These changes are 
more pronounced in brunettes. This is also a 
good prognostic sign as to function. 


The least of the changes occur in the nipple, 
where very little of moment is noticed. There 
is, however, an evidence of function here which 
may be manifested to a greater or lesser de- 
gree, namely, the secretion of milk, which may 
be an occasional drop or two, or more. Not 
infrequently this secretion, plus perspiration, 
plus powder, plus epithelial cells, will form crusts 
under which may lurk infectious organisms such 
as those which produce thrush. 


While the nipples show the least changes, 
they certainly require the greatest considera- 
tion of the three factors of the milk apparatus 
at this time. Besides the necessary hygiene to 
prevent possible infection, stimulation of the 
nipple is necessary to make it easily graspable 
by the baby for nursing. Soap, water and olive 
oil are all that are necessary in the care and 
hygiene of the nipples during pregnancy, besides 
manual stimulation. 


The breasts should always be examined dur- 
ing pregnancy. False modesty will frequently 
result in the non-correction of inverted nipples. 
Inverted nipples, if allowed to go uncared for, 
are the greatest contributing factors to irritated 
and fissured nipples and perhaps to abscessed 
breasts, during the evolution which takes place 
at the time of the puerperium. 


The most interesting of the evolutionary 
stages in the life cycle of the human mammary 
gland occurs during the puerperium. For two 
or three days following delivery, and sometimes 
even for four days, the changes are gradual in 
the milk apparatus. Usually on the fifth, but 
occasionally on the fourth day, the gland be- 
comes painful and firm. On the following day 
the milk which, up to now, has been scanty, 
comes in quite freely and increases daily in 
quantity for several days. The mammary gland 
becomes softer in the next 24 hours, and the 
milk secretion increases. Much can be done 
for the comfort of the mother by the application 
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of the breast-dressing of the writer, which has 
already been described?. 


During the period of lactation, while the 
glands are functioning properly, no noticeable 
changes occur. Toward the end of lactation, 
however, the pigmentation in the outer or sec- 
ondary areola decidedly diminishes, and later 
almost, if not entirely, disappears, and the breast 
loses its firmness. At this time, when weaning 
is desired, it is not necessary to put the mother 
through the ordeal of binding, purging, and starv- 
ing. All that is necessary is to stop stimulat- 
ing the gland by discontinuing the nursing or 
the milking, and to apply the breast dressing 
referred to, and in 24 hours the evolution of 
the nursing breast is completed, with no in- 
convenience to the mother. 


Something should be said about the esthetics 
of the human breast, and especially so about the 
esthetics of the functioning human breast. 


During the period of growth and develop- 
ment of the human female if conditions remain 
normal nothing need be done with regard to 
the milk system until puberty, except to en- 
deavor to prevent those infections which have 
a predilection for glandular structures. If evi- 
dence of abnormal growth or development takes 
place the cause thereof should be ascertained 
and corrected, if possible, because many endo- 
crine disturbances have their influence upon this 
system. At the approach of puberty, when the 
secondary sexual characteristics manifest them- 
selves, valuable information can be given which 
will assist greatly in the future physical appear- 
ance of the individual as regards the breast. 
There have been numerous instances in our 
observations where the breasts have been ter- 
ribly distorted, some by being pulled down and 
bound tightly to the body, while others have 
been pushed up and likewise bound tightly so 
as to give the appearance of a flat chest. In 
many instances these breasts, which were, ap- 
parently, judging from the three factors men- 
tioned above, potentially good producers, were 
unable to perform their function. 


It is quite possible that these young women 
were either never properly advised with regard 
to the care of the breasts or were not advised 
at all. With the use of properly fitting bras- 
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sieres, or uplifts, these conditions could have 
been averted. 


Throughout pregnancy, also, the breasts, at 
the time when they enlarge, should be properly 
supported. 


When the breast goes through its greatest 
evolution, namely, during the puerperium, much 
can be accomplished to conserve its appearance 
for the future. 


During the period of lactation a great amount 
of harm may take place from the esthetic view- 
point. At this time the breast, weighted with 


milk, if not supported becomes longer and 
longer, with the result that after lactation is 
over its appearance is certainly not a subject for 
the artist to depict. 


Finally, I wish to say a word about the fallacy 
of forced feeding for the lactating mother with 
the blind hope of increasing milk production, 
a procedure which is universally but unwisely 
employed. It is very likely that the endocrine 
system so adjusts the metabolism of the lac- 
tating mother that her individual caloric re- 
quirements are adjusted and decreased to the 
extent that with her ordinary diet or a very 
little more she is able to make milk for the 
baby and still have enough for herself. Clin- 
ically, certainly, the lactating mother who is 
taking extra food in the attempt to produce 
more milk, and who is putting on weight, is 
positively by actual measurement and weighings 
not producing more milk, but is sacrificing her 
figure. There is a natural tendency, very prob- 
ably endocrine in nature, for a woman to be- 
come matronly in appearance after childbirth. 
If to this is added the unfortunate and unwar- 
ranted practice of forced feeding there is cer- 
tainly nothing left as the artistic and youth- 
fulness and attractiveness of the young woman 
disappears. This is followed later, frequently, 
by attempts both dietary and otherwise to re- 
store the natural figure, but with doubtful and 
usually not satisfactory results. 
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THE CONTROL OF TUBERCULOSIS IN 
CHILDHOOD* 


By J. W. Amesse, M.D., 
Denver, Colorado 


It is with reluctance bordering on trepidation 
that one approaches the discussion of this sub- 
ject before an informed audience. The broad 
requirements of prophylaxis in this dread con- 
tagion of early life have been so well developed 
by abler hands that it would seem an unwar- 
ranted assumption to offer here any suggestions 
for revision or refinement. The justification for 
such an endeavor, nevertheless, is clear. With 
the undisputed facts now in our possession re- 
lating to the widespread prevalence of tuber- 
culosis among children of school age, with the 
well attested observation that there are 150,000 
deaths annually from this infection in the United 
States, that there are 1,000,000 active, diagnosed 
cases and 2,000,000 unsuspected cases, sowing 
seed for future crops where there may be no 
season of drouth, the arrest of this major dis- 
order of mankind becomes the concern of all. 
The genius of medicine which has coped so suc- 
cessfully with ancient plagues and has mitigated 
the ravages of so many others has shown poorer 
accomplishment in the suppression of a univer- 
sal enemy that continues its challenge to human 
wisdom and understanding. In spite of the no- 
table decline in tuberculosis mortality during 
the past three decades, there is probably no de- 
crease in the number of infected persons; by 
the fourteenth year approximately 75 per cent 
of city children, Sir Robert Philip' asserts, will 
show positive skin tests, which tell the story 
of family or neighborhood contact, an impure 
milk supply, and insanitary surroundings. 

It seems particularly appropriate that, fol- 
lowing the golden jubilee of Koch’s great con- 
tribution to science, we should be eager to ap- 
praise critically the various factors of the entire 
tuberculosis problem, to readjust ourselves in 
the light of 50 years of effort, and to recon- 
struct, if it seems expedient, the conventional 
views now commonly accepted relating to pre- 
vention and control. We are reminded, in re- 
viewing this half century of intensive investiga- 
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tion, that many distinguished scientists have 
devoted their talents to research in this field 
without filling the great gaps in our knowledge 
of tuberculosis. As milestones on the way, sub- 
sequent to the determination of the causative 
organism, we record the discovery of tuberculin 
by Koch in 1890, the discovery of the x-ray by 
Roentgen in 1895, the tuberculin skin test by 
Pirquet in 1907, the intradermal reaction of 
Mantoux, the percutaneous test of Moro, the 
ophthalmic response of Calmette, studies on 
allergy and immunity, the rest treatment, sani- 
torlum management, and the introduction of 
vaccination. It has been definitely shown, in 
addition, from the mortality reports of London, 
that the distribution of tuberculosis throughout 
the world may be traced in cycles of about 100 
years, with marked rise and fall, regardless of 
any suppressive measures, similar to the altered 
virulence noted in the natural history of other 
communicable diseases such as scarlet fever, 
smallpox, diphtheria and typhoid. So it would 
appear, as Cummins? expresses it, 

“that tuberculosis, in spite of the fact that the etiological 
agent is known and that it has been the subject of 
endless investigations, is still very imperfectly under- 
stood; its manifestations at different age periods and 
under different cultural and social conditions vary as 
greatly as if not one but several diseases are concerned.” 

Brownlee’s* analysis of death rates suggests 
that behind tuberculosis mortality lies a com- 
plex and possibly unknown associate. 

So we may be amply justified in believing 
that an impasse, a dead level, has been reached 
in this great endeavor, and as one observer ex- 
pressed it, that ‘‘the tuberculosis death rate can- 
not be reduced much further under our present 
methods of control.” Myers,‘ whose profound 
studies of the juvenile form of the disease have 
inspired, many of us, has frequently alluded to 
such a concept. It would be merely conven- 
tional to declare that the mastery of the white 
plague hinges directly on the prevention of its 
spread through fresh invasions, and since “the 
trail of tuberculosis leads back to childhood” 
that a different pattern of procedure must be 
employed than we are now practicing among 
those at the threshold of life. Bruce® accurately 
expresses the situation when he declares that 
‘“‘we must do more than care for the active dis- 
ease if we wish to accomplish anything in pre- 
vention.” An attack as specific as that directed 
against congeneric infections seems imperative; 
an assault, for example, from an epidemiological 
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viewpoint which is stressed uniformly in the 
management of every other major communicable 
disease of mankind and even of lower animals, 
but, strangely enough, not emphasized here in 
keeping with its importance. Some of the most 
elementary principles of suppression are found 
absent in many otherwise excellent campaigns 
against this ubiquitous foe, although the com- 
municability of tuberculosis was recognized by 
the Greeks and the Romans and the belief per- 
petuated by Spanish and Italian physicians down 
to modern times. Myers® informs us that in 
1781 compulsory reporting was required in Italy 
and that ordinances of that period called for 
“the destruction of contaminated articles, the 
replastering of the house from cellar to garret, 
removal of the sick to hospitals,” and, in short, 
the exhibition of sanitary measures as complete 
as the limited knowledge of the day permitted. 
Leprosy, once almost as common as tuberculosis, 
has been expelled from the civilized world by 
just such measures. 


Present day measures for control and eradi- 
cation may here be briefly enumerated: 


(1) The development of organized agencies, 
national, state and local. 


(2) The segregation of active cases in sani- 
toria or hospitals. 

(3) The protection of the food supply, in- 
cluding the testing of cattle, the pasteurization 
of milk, the inspection of meat, the examination 
of food handlers, and the screening of foods ex- 
posed for sale. 


(4) Examination of school children, including 
not only the physical survey but the use of in- 
tradermal tests, the x-ray, and particularly a 
follow-up in the homes of those found to be 
infected; the plan perfected by Chadwick in 
Massachusetts and adopted practically every- 
where in greater or lesser degree throughout the 
United States. These investigations have re- 
vealed, as nothing else could, the direct relation 
between the first, or primary infection and the 
adult form of tuberculosis. 


(5) Closely associated with this great move- 
ment we note the evolution of the open air or 
sun school, summer camps, the preventorium, 
and the general employment, in the physical 
training of grade classes, of breathing exercises 
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directed toward more complete expansion of the 
lungs. 


(6) A natural corollary of such protective 
measures among the young is the educational 
campaign carried out by official and social 
groups for the information of parents and guard- 
ians; while this vital activity is advancing in 
ever-increasing volume, it frequently lacks the 
direct appeal necessary to produce cooperation. 
Adult health education of the proper sort is still 
in its infancy. 


The vast program embodied in the foregoing 
summation of repressive operations has, as we 
all realize, been thus far ineffective in inhibit- 
ing the progress of tuberculosis throughout all 
strata of society. What further expedients are 
open to us? Dr. Henry S. Meyer maintains 
that “to control tuberculosis completely will re- 
quire strict legislation by which we can force 
isolation of the active cases with the same re- 
spect to the public as that by which we control 
leprosy and other dangerous infections.” We 
are agreed that the prevention of the disease in 
childhood depends entirely almost on freedom 
from contact with infected adults; we know that 
tuberculosis is essentially a family disease and, 
as Opie reports, that “infection occurs in 80 per 
cent of the children in families having an active 
case.” It may be apropos here to recall the 
well-founded indictment against those in the 
household, the old man or the old woman, with 
a chronic cough! And we naturally inquire why 
one formidable disease should be universally 
ignored, so far as its potentialities for evil are 
concerned, and others bear the full brunt of offi- 
cial regulation, designed to stop infection at its 
source. Compulsory legislation, therefore, seems 
inevitable. 

“Notwithstanding the fact that the dangers of con- 
tinued massive infection are thoroughly realized, Chi- 
cago is, as far as we know, the only city or community 
in the world that legally enforces protection of the 
children and compels isolation of the non-cooperative 
case. It is unlawful for the open case to reside in the 
same home with children; either the tuberculous indi- 
vidual or the child must leave the home.”§ 

This, of course, strikes the keynote of pre- 
vention. An immense program of education and 
publicity will be required to popularize such 
measures. In reviewing enactments of this na- 
ture in the United States, Plunkett’ reports that 
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14 states and one territory authorize the forcible 
removal from their homes of dangerous cases 
of tuberculosis to suitable institutions and their 
detention therein, but the execution of these 
laws is limited in eight states and rarely enforced 
in six. In addition, 13 states have no public 
sanitoria, although most of our commonwealths 
have a few county hospitals devoted to this pur- 
pose. Hasseltine? has shown that where infants 
of leprous mothers are removed to clean sur- 
roundings immediately after birth practically 
none acquires the disease and Hollman,’’ with 
many other writers, has clearly demonstrated the 
relation of environment to heredity in this grave 
infection. The well-known plan of Grancher 
for the placement of infants and children living 
with open cases would seem a logical solution 
of the problem where hospital facilities are not 
available. Texas has a similar method which 
seems to have satisfied these demands most 
admirably. Where some arrangement of this 
character is not permissible, from whatever 
cause, the Calmette immunization should be 
employed. No fair minded physician can follow 
the extensive reports now available, dealing with 
BCG inoculation, without reaching the pro- 
found conviction that we have at last found a 
safe, inexpensive and readily available agent for 
the protection of infants forced to live in a con- 
taminated environment. Practically all of the 
original objections to this inoculation have been 
ruled out by the findings of clinicians in every 
part of the world, including those of Park, Ker- 
eszturi, Overton, Casparis, and Childs, of the 
United States. 


In the final analysis the eradication of tuber- 
culosis remains perhaps more in the hands of 
the general practitioner, commonly believed to 
belong to an extinct species, but whom I find is 
happily as fully alive and omnipresent as ever. 
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PERIODIC HEALTH EXAMINATIONS FOR 
CHILDREN* 


By F. P. GeNcenBACH, M.D., 
Denver, Colorado 


During the last two decades much has been 
said and written about periodic health examina- 
tions for adults. The larger life insurance com- 
panies have been leaders in furthering this prop- 
aganda, for it is self-evident that the better 
the general health of their policyholders, the 
earlier their beginning pathological conditions 
are discovered, and the longer their policy- 
holders live, the more successful financially will 
be the insurance companies. 

In 1915, the Metropolitan Life Insurance 
Company of New York arranged with the Life 
Extension Institute to give periodic health exam- 
inations to a group of 6,000 policyholders. Five 
years later, in 1920, the results were summarized. 
It was found that 217 of the originally examined 
policyholders had died, compared with an ex- 
pected 303 deaths during the same period, or 
only 72 per cent of the expected mortality. This 
was a saving of 28 per cent on the mortality 
according to the American Men Table, which 
approximates the experiences of most ordinary 
life companies. 

In order to check these figures further a com- 
parison was then made with the results obtained 
with the whole body of ordinary policyholders 
who had been insured prior to 1915, and it was 
found that the group periodically examined 
showed a saving of 24 per cent on the mortality. 
Furthermore, judged strictly from the economic 
standpoint, the company found that for every 
dollar spent in making this study it had saved 
two dollars by lessening the mortality in the 
group. 

In the light of these figures is it unreasonable 
to expect that there should be an appreciable 
saving in the mortality, and especially in the 
morbidity of children as a result of periodic 
health examinations arranged especially for 
them? Therefore, as a possible backlog to 
stabilize a pediatric practice we have found a 
considerable percentage of the parents of our 
patients already educated to the idea of periodic 
health examinations, and many of them willing 
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to pay a reasonable fee for the health protection 
such examinations afford to their children. 

All physicians know that the general health 
of an adult, barring accidents and surgical oper- 
ations, is influenced by the sum total of the 
following factors: (1) hereditary traits or family 
constitution; (2) the mother’s health before and 
while carrying the baby, and (3) the general 
health of the child from birth up through adoles- 
cence to adult life. 

We cannot change hereditary traits in those 
already born; all we can hope to do is to modify 
them favorably by proper environmental con- 
ditions. Since factor number two, the mother’s 
health, can be influenced only by proper pre- 
natal care and supervision of the mother during 
pregnancy, which duty belongs in the domain 
of the general practitioner and the obstetrician, 
and since this is a pediatric presentation our 
observations and suggestions will be limited to 
the third factor, that is, the general health of 
the child. 


CARE OF THE NEW BORN 


Medical supervision of the child from birth 
should be assumed by the trained pediatrician 
or at least by the general practitioner with 
special pediatric training. Thus, the new born 
infant becomes, as he naturally should, a pedia- 
tric patient and his future welfare should be 
considered from that standpoint. 


Perhaps one may be criticized by interjecting 
at this time an impression gained from the re- 
sults of the survey of Denver’s Maternal and 
Infant Mortality Rates, namely, (1) that if the 
general practitioner, the internist and the ob- 
stetrician would give more attention to the 
mother’s condition before she becomes pregnant, 
during pregnancy, and while in labor, and (2) 
if they would turn the new born infant over to 
the pediatrician, who is better trained in infant 
feeding and the general care of the child, not 
only would the maternal, fetal and new born 
mortality rates be very materially decreased, 
but also the infant mortality rates, which, as 
you know, include deaths up to one year of age. 


As a natural result of the combined decrease 
of all these rates the average tenure of life would 
be proportionately increased, and with more 
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mothers surviving to nurse and to care for their 
babies we should have healthier children, and 
adults more resistant to infections. 


THE FIRST YEAR 


The following plan of starting routine med- 
ical care of the child from birth to adolescence 
is suggested as a possible ideal. 


The new born infant should be thoroughly 
examined as soon as possible after birth, con- 
genital defects noted, and temporary conditions 
remedied. Every baby should be put to its 
mother’s breast except when the mother has an 
open tuberculosis or some other equally definite 
contraindication to nursing. 


After lactation has been well established the 
baby should be brought to the pediatrician for 
its first periodic health examination, then once 
a month for the first six months, and then every 
two months until one year old. Each time the 
baby should be given a thorough physical exam- 
ination, feeding should be regulated, and the 
accumulated questions of the more or less anx- 
ious mother answered from the list which she 
is always requested to bring with her. 


Some time during the first six months, and 
preferably before the third month the baby’s 
urine should be examined, a full blood count 
made, including hemoglobin, red, white, and 
differential counts, coagulation and _ bleeding 
times; also a tuberculin skin test, and where 
the equipment is available an x-ray of the 
chest. About six months later the hemoglobin 
and urine tests should be repeated, and where 
possible contact may have occurred during the 
interval the tuberculin skin test should also be 
repeated. We routinely use the Craig or Man- 
toux tests, or both. 


Before the end of the first year the baby 
should be vaccinated against smallpox and im- 
munized against diphtheria. As soon as they 
are definitely proven to be effective and harm- 
less to the child we should add immunization 
against whooping cough and scarlet fever, and 
in time probably tuberculosis. 


We believe that at the present time the best 
immunization against measles is sought during 
an epidemic by injecting convalescent serum 
about five days after exposure to infection, with 
the intention of giving the child a modified form 
of measles. 


This procedure has proven very 
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satisfactory in our practice. Where it is ad- 
visable entirely to prevent a measles infection 
convalescent measles serum, like diphtheria anti- 
toxin, should be given immediately after ex- 
posure to infection and in large amounts. This 
latter procedure, as in diphtheria, of course gives 
only temporary immunization and does not pro- 
tect the child in a subsequent measles epidemic. 


THE SECOND YEAR 


With the beginning of the second year of life 
the child should again have a complete physical 
examination and the full routine laboratory tests 
already enumerated should be repeated. In the 
second year the child should be seen every three 
months for physical, mental and dietary super- 
vision, and during the year should have another 
x-ray of the chest, and, if indicated, of the 
sinuses, as well. 


Before the end of the year there should be 
an additional urinalysis and hemoglobin test, 
and if the child has not already been immunized 
against smallpox and diphtheria this should be 
done as soon as possible. 


THE PRESCHOOL AGE 


This age includes children from two to six 
years, and these children should be examined 
semi-annually. 


Adhering to the ideal plan with which we 
started, these children should have each year 
a complete physical examination: x-rays of the 
chest and sinuses, a tuberculin skin test, full 
routine laboratory tests, and an additional 
urinalysis and hemoglobin test later in the year. 


Again, if the child has not been immunized 
against smallpox and diphtheria this should be 
done as early as possible in the preschool age. 


At this age, and especially as the child gets 
older, particular attention should be paid to 
faulty posture, and where it exists corrective 
exercises should be instituted. Yearly photo- 
graphs of the child are often helpful, especially 
in showing beginning faulty body mechanics. 


THE SCHOOL AGE 


These children should be examined at least 
once a year, better semi-annually, close to their 
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birthday and again about six months later. 
Under our ideal plan children of school age 
should each year have the same complete exam- 
ination, x-rays and full laboratory tests, as those 
recommended for the child of preschool age, but 
in any case should have at least one urinalysis, 
hemoglobin and tuberculin skin test during the 
year. 


ADOLESCENCE 


Particularly in the child who has had pediatric 
supervision from birth up to puberty much could 
be said in favor of continuing this supervision 
through adolescence. 


Certainly no one is better prepared to super- 
vise the health and activities of the growing child 
through these trying years of maturity than the 
physician who following our plan has guided 
the growth and the development of the child 
from birth. 


PEDIATRIC PRACTICE 


To reiterate a rather trite saying that “A 
pediatrician is a general practitioner with an 
age limit,’ one often pauses to wonder why 
there necessarily should be an arbitrary age 
limit in private pediatric practice. 

Such an age limit is of course necessary in a 
general hospital in order definitely to allocate 
the cases admitted, but why, after all, in private 
practice might not the continuation of pediatric 
supervision be left to the wishes of the matur- 
ing children and their parents, and not to the 
general practitioner and internist, many of whom 
believe that the pediatrician should be in fact 
just “a baby specialist.” 

Every pediatrician who has been in practice 
over a long period of years knows that sooner 
or later every child as he or she matures rebels 
at the thought of being taken to see “a child 
specialist,” and in this way this part of his 
practice gradually drifts away from him. 


In conclusion a summary of the ideal plan 
of periodic health examinations, as outlined 
above, is given in graphic form, together with 
some alternate plans which we have found better 
fitted to those whose economic circumstances 
will not permit of the ideal plan. 
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FIRST YEAR 


Plan 1 

Ten office examinations 

X-ray of the chest 

Full routine laboratory tests 

One additional urine and hemoglobin test 

Immunization against diphtheria and smallpox 
Plan 2 

Same as Plan 1, omitting x-ray and full laboratory 

One urine, hemoglobin and tuberculin test 
Plan 3 

Nine office examinations 

One urine, hemoglobin and tuberculin test 

Patient saves 20 to 30 per cent 


SECOND YEAR 

Plan 4 

Four office examinations 

X-ray of the chest 

Dental examination 

Full routine laboratory tests 

One additional urine and hemoglobin test 
Plan 5 

Same as Plan 4, omitting the x-ray 
Plan 6 

Four office examinations 

Dental examination 

One urine, hemoglobin and tuberculin test 

Patient saves 30 to 35 per cent 


PRESCHOOL AGE 

Plan 7 

Two office examinations 

X-ray of the chest and sinuses 

Dental examination 

Full routine laboratory tests 

One additional urine and hemoglobin test 
Plan 8 

Same as Plan 7, 
Plan 9 

Two office examinations 

One dental examination 

One urine, hemoglobin and tuberculin test 

Patient saves 40 per cent 


omitting the x-rays 


SCHOOL AGE 
Plan 10 
Complete physical examination annually 
Dental examination 
One urine, hemoglobin and tuberculin test 
Patient saves 40 per cent 


If indicated, x-rays of the chest and sinuses, basal metabolism 
test and allergic skin tests will be made at a minimum addi- 
tional cost; also immunizations if not already done. 


It is my hope that these plans will be of in- 
terest and prove helpful to all physicians with 
a pediatric practice and thus keep this important 
phase of work with children where it belongs 
under the supervision of the well trained medical 
practitioner, and not left too much in the hands 
of lay and philanthropic organizations, and, 
lastly, not to the health departments of our 
public schools. 

The responsibility definitely rests upon the 
shoulders of the physicians. Are they willing to 
accept the responsibility and train themselves 
properly for this special work? 
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AN ENLARGED NURSING PROGRAM IN 
THE STATE BOARD OF HEALTH AND 
THE TREND IN MATERNAL 
MORTALITY* 


By Henry Hanson, M.D.,7 
Jacksonville, Florida 


The present enlarged nursing program of the 
State Board of Health is the result of a con- 
ference, on November 2, 1933, of the State 
Emergency Relief Administrator, Mr. Marcus 
C. Fagg, a committee from the State Nurses 
Association, and the State Health Officer. It 
was the desire of the Relief Administration to 
provide nursing care for relief clients. How 
best to accomplish this was the object of the 
conference, and the conclusion was reached that 
all such nursing activities should be under pro- 
fessional supervision. It was agreed that the 
State Board of Health was the organization best 
equipped to render such supervision. 


The result of a nursing program of this sort 
was to be two-fold, inasmuch as the nursing per- 
sonnel was to be recruited from the unemployed 
nurses throughout the state, and the services 
which they would perform were to be of benefit 
to the unemployed population on the relief 
rolls. Many phases of the problem were dis- 
cussed at the conference; rates of pay, the 
classification of nurses, the role of the practical 
nurse, and who or what organization was to 
certify the nurses chosen. The recommenda- 
tions of the National Organization for Public 
Health Nursing as to rates of pay and other 
matters were closely followed in the program 
proposed for Florida. 


The suggestions and recommendations of the 
November conference met with the hearty ap- 
proval of the Federal Relief Administrator, who 
in turn referred the matter to the State Social 
Service Director, Mr. Walter Wilbur. Mr. Wil- 
bur saw in the proposed plan an opportunity 
to render a large service, not only to the people 
on the relief rolls, but to the state as a whole. 
Through his efforts the nursing program was 
set up as a state nursing project, under the 
supervision of the State Health Officer. 

In final form the project consisted of the 
State Health Officer as executive officer, the 


*Read in Section on Public Health, Southern Medical Associa- 
tion, Twenty-Eighth Annual Meeting, San Antonio, Texas, No- 
vember 13-16, 1934. 
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chief nurse of the State Board of Health 
as director of the nursing activity, a max- 
imum of 275 nurses, and a small clerical 
staff. Graduate registered nurses were given 
first consideration for employment, and the 
practical nurses classified as nurses’ aids, re- 
ceiving a lower rate of pay. The nurses were 
assigned to county health units, cities, hospitals, 
and so on, and the program specified that they 
were to do generalized nursing service. This 
decision has been adhered to, in spite of many 
requests from persons interested in special ac- 
tivities. All organizations, local, county, state 
or federal, which wished to have nurses directly 
assigned and under their special supervision, 
have been advised that aid would be given by 
the state nursing project under the supervision 
of the State Board of Health. In this way the 
work has moved forward consistently and with- 
out duplication of effort. 

As a preliminary step to the establishment 
of the enlarged nursing program there was se- 
lected from among those taken on the rolls a 
group of nurses with previous public health ex- 
perience or previous executive experience, to act 
as district supervisors. This group was brought 
to the headquarters of the State Board of Health 
for preparatory instruction. The instructors 
were the regular staff nurses of the State Board 
of Health. During this period each bureau head 
of the State Board of Health talked to the 
nurses about the various phases and activities of 
their respective bureaus, and explained the cor- 
relation of the work of the State Board of 
Health and the medical and social services. At 
the conclusion of this period of instruction the 
nurses were assigned to districts and sent out 
to assist in their organization. There were 13 


such districts, comprising the state as a whole. 

As a second preliminary step the enrolled 
nurses from each district were brought together 
in several regional conferences, at which time 
the State Board of Health staff nurses and the 
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MATERNAL MORTALITY, 1923-1933 


March 1935 


district supervisors instructed and advised with 
them as to the policies and intent of the project. 


At no time did the Nursing Project enter any 
district without the approval of the local county 
medical society. 


NURSING PROJECT IN RELATION TO MATERNAL 
MORTALITY 


The maternal mortality rate in Florida is 
among the highest in the United States. The 
fact that a large proportion of the population 
is attended at delivery by untrained midwives, 
and has practically no prenatal care, is thought 
to be in large measure responsible for this high 
rate. 

Up to the year 1931 Florida had no legal 
control of midwives. The legislature of that 
year passed a law authorizing the State Board 
of Health to license and register all midwives. 
This law has been of use, and through it we 
have been able to obtain a measure of control 
of this class. Unfortunately, the law contained 
no penalty clause for those midwives who per- 
sisted in practicing without a license. A substi- 
tute bill was introduced in the 1933 legislature, 
but due to the overcrowding of the calendar 
in the last days of the session, it died in the 
house after having passed in the senate. How- 
ever, we have found that a measure of super- 
vision can be maintained over the midwives if 
we are able to contact them. In August, 1933, 
the first Institute for Midwives was held in 
Tallahassee. The Institute was held for one 
week, during which time the midwives in at- 
tendance were instructed in the elementary 
principles of midwifery. The need for prenatal 
care was stressed and the necessity for bringing 
their clients to a physician for examination. 
Four of these Institutes have been held in va- 
rious sections of the state since that time. Two 
have been held since the establishment of the 
FERA Nursing Project, at which times the 
FERA nurses attended, also, receiving instruc- 
tions in midwifery and in the methods of deal- 


1923 1925 


Totals 287 284 330 357 352 
10.6 11.3 16.3 10.3 
White totals... 164 138 186 214 202 
White rate. 7.6 9.3 3.6 8.5 
Negro totals... 123 146 144 143 150 
Negro rate... 16.2 16.9 15.6 14.5 14.7 


1928 1932 1933 1934 8 mos. 
280 255 267 267 262 285 126* 

9.4 9.5 9.9 9.9 9.6 11.1 8.16* 

175 144 155 142 149 

8.5 79 8.3 7.6 7.9 8.7 

105 ill 112 125 113 

11.5 13.0 13.3 14.9 13.2 16.2 


Total number of births in 1933 was 25,681. 
Total number of births 


first 8 months in 1934 was 15,426 


*Provisional figures. 
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GRAPH NO. 1. MATERNAL MORTALITY RATES, UNITED STATES REGISTRATION AREA AND FLORIDA, 1917 - 1923 
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be due in some measure to the 


|_| 


| | factors mentioned, namely: 


PUERPERAL RATES 


the administration of the 
1931 midwife law, and the 
enlarged nursing program. An 
analysis of the 1934 figures 


seems to indicate that this 
might be the case. 


The first table which ac- 


companies this paper shows 


the maternal mortality for the 


11 years preceding 1934, and 
for the first eight months of 


RATE PER 1,000 LIVE BIRTHS 


1934. It will be seen that 


| the rate for the whole popu- 
| lation varies from 9.5 to 12.4 


' per 1,000 live births. For the 
white population the rate va- 


| 


| 
4 


~ 


ries from 7.6 to 10.5 per 


26 20 27 


ing with the midwives in their particular dis- 
tricts. We feel that these Institutes will play 
an important part in the eventual lowering of 
the maternal mortality rate, and that they have 
already had some effect. With the larger num- 
ber of nurses at our command, we have been 
able to make personal contacts with the mid- 
wives. Also, during 1934 there has been more 
medical and nursing service for the very poor 
and the class which formerly was dependent 
almost entirely on the midwives for obstetrical 
care. The nurses have given a considerable 
amount of prenatal attention and service, and 
have brought many women to the physician for 
examination. Through the nursing service more 
midwives have been taught to bring their clients 
to a physician for prenatal examination. Blood 
pressure, urinalysis, samples of blood for Kahn 
or Wassermann tests have been taken. 

The foregoing account has been given merely 
to suggest that the apparent trend toward a 
lower maternal mortality rate in Florida may 


28 29 30 3 22 3 


1,000 live births, and for the 
negro population from 11.5 to 
16.9 per 1,000 live births. The maternal mortality 
rate for the whole population for the year 1933 
was 11.1, while the rate for the white race was 
8.7, and for the negro 16.2. The combined rate 
for the first eight months of 1934 is just below 
8.2, a drop of nearly 3 per 1,000 live births. 


Graph 1 shows the trend in maternal mor- 
tality rates for the years 1917 to 1932, com- 
paring the Florida rate with that of the U. S. 
Registration Area. 

The second table shows the percentage of 
births, by color, and whether attended by phy- 
sician or midwife, for the years 1929 to 1932, 
inclusive. It shows that approximately one- 
third of the mothers were attended by midwives. 
Although the mortality in the practice of mid- 
wives appears to be lower than the mortality in 
the group attended by physicians, a further 
study tends to show that many of the fatal 
cases were first attended by midwives, who, 
when in difficulty, referred the case to a physi- 
cian, who was often called too late to do any- 
thing except sign the death certificate. 


Table 2 
PERCENTAGE OF BIRTHS, BY COLOR, AND ATTENDED BY DOCTORS AND MIDWIVES, FLORIDA, 1929-1932 


1929 1930 1931 1932 


Per Cent Attended by 


Colored 


Per Cent Attended by 


Per Cent Attended by Per Cent Attended by 
Mid. Drs. Mid. Drs. Mid. 
32 33 66 33 
11 12 86 13 
79 80 21 78 
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RADIATION IN PREGNANCY 


Proper therapeutic use of the x-ray depends 
upon an intimate knowledge of the susceptibility 
of different kinds of tissue. The reaction of a 
given type of cell to the x-ray is so characteris- 
tic that a classification of tumors has been sug- 
gested, which is to depend not upon the appear- 
ance of tumor cells to the pathologist, but upon 
their reaction to radiation. 

Rapidly growing tissues are of course partic- 
ularly vulnerable. Therapeutic radiation dur- 
ing pregnancy has long been considered dan- 
gerous, because of the possibility of injury to 
the fetus. Murphy,! of the University of Penn- 
sylvania, in studying a series of women radiated 
for various reasons during pregnancy, who sub- 
sequently bore children, reported a compara- 
tively high incidence of microcephaly and lesions 
of the central nervous system. Among defects 
which occurred in his series were hydrocephalus, 
Mongolian idiocy, blindness, spina bifida, and 
other deformities. 

Job, Leibold and Fitzmaurice? have attempted 


1. Murphy, Douglas P.: Outcome of 625 Pregnancies in 
Women Subjected to Pelvic Radium or Roentgen Irradiation. 
Amer. Jour. Obst. & Gyn., 18:179, 1929. Editorial, Radium 
and X-Ray in Pregnancy. Sou. Med. Jour., 18:945, 1929. 

2. Job, Thesle T.; Leibold, George J., Jr.; and Fitzmaurice, 
H. A.: Biological Effects of Roentgen Rays. Determination of 
Critical Periods in with X-Rays. Amer, 
Jour. Anat., 56:77, Jan. 1935 
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to discover by studies of small mammals (rats) 
whether there is a critical period of susceptibility, 
and whether a particular injury may be related 
to a definite time of fetal development. The 
rat embryo, according to these authors, appears 
in the horn of the uterus four and a half to five 
days after insemination. Implantation in the 
walls of the uterus occurs at about the seventh 
day, that is, a week after insemination. By the 
latter half of the ninth day all three germ layers 
are present. The effects of a quantity of x-ray 
smaller than the erythema dose were observed 
at different stages of development: (1) before 
insemination; (2) at the time between fertili- 
zation and attachment to the uterine walls; (3) 
at the period of organ formation and (4) at the 
time of rapid growth and early functional de- 
velopment. These periods came between the 
first and eighteenth days of gestation. 

Radiation before insemination did not result 
in defective offspring. Radiation just after in- 
semination induced abortion in a large number 
of instances; however, 97 young were obtained 
from animals irradiated with 20-80 r between 
the eighth and eleventh days of gestation, or 
just after implantation of the fetus in the uterine 
wall. Half of these offspring were abnormal 
and defects of one or both eyes made up more 
than half of the abnormalities. About a third 
were hydrocephalic and a fifth had jaw defects. 
The males were more susceptible to all injuries. 
The authors believe this is because the male 
in the early period develops faster than the fe- 
male. 

An experiment was undertaken to ascertain 
the effect of screening the upper half of the 
body from the x-ray, to protect the sensitive 
head and brain and irradiate only the caudal 
half. No gross defects resulted in these animals, 
but there was a decided change in the sex ratio. 
More males developed. 

The authors conclude that in rats a dosage of 
95 to 200 r of x-ray between the first and eight- 
eenth days of gestation will kill all conceptus, 
and 100 r in later pregnancy will cause abnor- 
malities. Thirty-five to 90 r on the ninth to 
the eleventh day of gestation, the period of or- 
ganogenesis, produces gross developmental de- 
fects in the offspring. Particular injuries re- 
sulted from radiation on definite days of devel- 
opment. The brain defect was produced by 
treatment on the ninth day; the eye defect on 
the tenth; the jaw defect on the eleventh. A 
small dosage, 35-50 r between the ninth and 
eleventh day, disturbed the sex ratio, resulting 
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in a much higher proportion of male animals, 
and this group furnished most of the defectives. 

The belief is current that sex of the embryo 
is determined at the time of fertilization. Studies 
of cell division describe sex as depending upon 
the presence or absence of a sex chromosome 
at the time cf the first division of the fertilized 
egg. The report from Loyola University of an 
increase of male births following radiation be- 
tween the ninth and eleventh days of gestation 
suggests the possibility that other and outside 
influences comparatively late in the development 
of the mammalian fetus may modify its sex. 

Clinically, the conclusicns of earlier workers 
as to the dangers of therapeutic radiation during 
pregnancy are confirmed and elucidated by the 
experimental studies. Radiation in the absence 
of pregnancy results usually in a pericd of 
sterility, after which gestation may be entered 
upon without expectation of defective offspring. 
Radiation may be used during pregnancy to in- 
duce abortion. If a pregnant woman is radiated, 
abortion should always be secured, since a fetus 
which survives is very apt to be defective. 
Microcephalus, hydrocephalus, eye defects and 
gross deformities were noted by Murphy among 
the offspring of radiated pregnant women. Ex- 
perimental hydrocephalus, eye defects and gross 
deformities, according to the Loyola investi- 
gators, result from a particular x-ray dosage at 
a definite period of embryonal development. 
Their observations are of significance in the 
study of the etiology of hydrocephalus and other 
congenital deformities. 


POLIOMYELITIS VACCINE 


There has been very great recent activity in 
the development of vaccines against diseases 
hitherto not considered preventable. It may be 
well to consider the nature of some of the bac- 
terial products recently injected into human be- 
ings for the purpose of immunization. 

The simplest vaccine is of course the heat 
killed bacterium, as used, for example, in the pre- 
vention of typhoid fever. Many bacteria and 
bacterial toxins lose their antigenic effect after 
heating and do not stimulate the production of 
antibodies, or after heating are still too toxic for 
injection. For prevention of diphtheria up to a 
few years ago, it was necessary to inject bacte- 
rial toxin into a horse, then use the horse im- 
mune serum with a small quantity of diphtheria 
toxin for injection into human beings for pre- 
ventive inoculaticn. Lately it has been shown 
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that a toxoid, that is, a formaldehyde treated 
toxin, may be used for immunization, and this 
makes a much simpler preventive agent. A 
formaldehyde treated tetanus toxoid! is said to 
have considerable preventive value. Tetanus is 
another of the diseases against which only a spe- 
cific antiserum was believed to be effective. In 
the case of yellow fever,” a virus-antitoxin mix- 
ture has been offered and is in some use, and no 
simpler immunizing agent has as yet been dis- 
covered. 


For many years heat killed suspensions of 
the Bordet-Gengou bacillus were used for pre- 
ventive inoculations against whooping cough. 
These were abandoned as ineffective and more 
recently other vaccines have been offered for 
this disease. One is an unheated suspension of 
the organism which has stood with a very small 
amount of carbolic acid; the other is a filtrate 
of the same Bordet-Gengou bacilli after they 
have been individually crushed and disinte- 
grated by a machine made for the purpose.* 


Vaccines have been prepared against certain 
staphylococci and streptococci by lysing or dis- 
solving the particular micro-organism with a 
specific bacteriophage and filtering the lysed 
culture. Vaccines have been prepared by treat- 
ment with sodium ricinoleate. The principal of 
all methods is to render a dangerous micro-or- 
ganism or toxin harmless, while altering it as 
little as possible. 


Two new methods of prevention of poliomye- 
litis have been described by immunologists of 
distinction. Maurice Brodie,’ of New York 
City, describes a vaccine made by treating the 
filtrate of infected spinal cords with dilute for- 
malin. The product thus should resemble the 
diphtheria toxoid which has now been widely 
used, but it is potentially more dangerous since 
a living virus is treated with the antiseptic, in- 
stead of a toxic filtrate. Brodie has injected it 
in animals and in children. John A. Kolmer,® 
of the University of Pennsylvania, describes the 
use of a poliomyelitis virus treated with sodium 


i. Editorial, Immunization Against Tetanus. Sou. Med. Jour., 
27:884, Oct., 1934. 

. Editorial, Modern Work on Ye'low Fever. Sou. Med. Jour., 
28:76, Jan., 1935. 

3. Editorial, Prevention of Whooping Cough. Sou. Med. Jour., 
27:817, Sept., 1934. 

4. Brodie, Maurice: Active Immunization of Children Against 
Poliomyelitis with Formalin Inactivated Virus Suspeusion. Proc. 
Soc. Exper. Biol. & Med., 32:300, Nov., 1934. 

5. Kolmer, John M.; and Rule, Anna M.: Concerning the 
Vaccination of Monkeys Against Acute Anterior Poliomyelitis. 
Jour. Immunol., 26:505, June, 1934. Kolmer, J. A.: and 
Klugh, G. F A Successful Method for Vaccination Against 
Acute Anterior Poliomyelitis. J.A.M.A., 104:450, Feb. 
1935. 
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ricinoleate, which was yiven to animals and 
adults and children without ill effects. 


The discovery of means of prevention of con- 
tagious diseases must still depend upon the trial 
and error method, and upon use of a given prod- 
uct in a large number of cases. Time and exten- 
sive trial will be necessary for evaluation of the 
methods of vaccination against infantile pa- 
ralysis, and time will doubtless further improve 
them. It is a triumph of bacteriological meth- 
ods that contagious diseases hitherto refractory 
are apparently yielding to specific inoculation. 


GLEANINGS FROM RECENT JOURNALS 


Nerve Changes in Diabetes Neurological 
symptoms complicate a large number of chronic 
diseases in which the primary pathologic dis- 
turbance is elsewhere. In pellagra, pernicious 
anemia, syphilis, even such an intestinal infec- 
tion as typhoid fever, neurological changes are 
noted and necropsy reports describe typical 
changes in the appearance of the nervous tis- 
sues. 

Fifty per cent of diabetics are said to show 
evidence of a disturbed nervous system. Chemi- 
cal analysis of diabetic nerves and comparison 
with non-diabetic, according to Jordan, Randall 
and Bloor,! of the University of Rochester, 
shows changes in some of the main constituents. 
Diabetic nerves gave lower values for phospho- 
lipids, cerebrosides and cholesterol, three com- 
plex fatty substances. 

These are usually abundant in nervous tissue. 
The first is a phosphorus-fat-nitrogen com- 
pound; the second a phosphorus-free, fat-sugar 
compound characteristic of brain and nervous 
tissue; the third a phosphorus-and-nitrogen-free, 
fat-like substance abundant in the white matter 
of nerves, and to be found in all animal cells 
and liquids. Chemical changes in diseased tis- 
sue are usually described later than histologic 
changes. A decrease in nerve fats is here dem- 
onstrated, in a disease of carbohydrate metab- 
olism. 


A Test for Psittacosis—It used to be taught 
medical students, “In case of obscure fever, 
think of syphilis, tuberculosis, typhoid fever, 
pneumonia.” 

Through the tremendous activity of bacterio- 


1. Jordan, W. R.; Randall, Lowell O.; and Bloor, W. R.: 
Neuropathy in Diabetes Mellitus: Lipid Constituents of Nerves 
Correlated with Clinical Data. Arch. Int. Med., 55:26, Jan., 
1935. 
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logical investigators, of late years, the number 
of possible conceivable causes of a continued 
fever has been very greatly increased: tularemia, 
Malta fever, Rocky Mountain spotted fever, 
psittacosis, and other diseases formerly consid- 
ered very rare, have been shown to be much more 
common than was believed. The problem of 
differential diagnosis becomes increasingly dif- 
ficult, even if a well equipped laboratory is at 
the service of the diagnostician. Some of these 
are particularly dangerous for laboratory work- 
ers to handle and cases of accidental infection 
in the laboratory are rather frequently reported. 
Psittacosis, the disease carried by parrots, has 
in particular been difficult to diagnose accu- 
rately. It closely resembles pneumonia. Sero- 
logical tests do not give accurate information 
and infected birds are difficult to handle. Ac- 
cording to Rivers and Berry,” the virus is con- 
tained in the sputum, and the disease may be 
diagnosed by injecting the sputum into the peri- 
toneal cavity of mice, which give a characteristic 
picture in from five days to two weeks. 


Gastric Depressant.—The gastric secretory re- 
sponse of ulcer patients to both alcohol and 
histamine, according to Nichilis and Meyer,’ of 
Chicago, is usually greatly inhibited by the 
presence of oil of peppermint in the stomach. 
The same phenomenon is observed in dogs with 
Pavlov and Heidenhain pouches. The Chicago 
investigators believe the mechanism is a local 
effect on the stomach mucosa. 


TWENTY-FIVE YEARS AGO 
FROM JOURNALS OF 1910 


Cause of Cancer—‘“With regard to the infectious 
nature of cancer, when I began to teach the doctrine in 
this country some twenty years ago, I was smiled at 
everywhere, and found very few friends of that theory 
either here or abroad. Yet now the infectivity of can- 
cer is quite generally established. Last year at the 
meeting of the International Society of Surgeons, held 
in Brussels, this question was under discussion for three 
days, and of some three hundred surgeons present . . . 
I found a large majority . . . believed in the infec- 
tivity of cancer, although there are naturally still some 
doubters. . . . The efficacy of the cathode rays... 
can be enhanced by the use of thyroid extract.4” 


2, Rivers, T. M.; and Berry, G. P.: Diagnosis of Psittacosis 
in Man by Means of Injections of Sputum into White Mice 
Jour. Exper. Med., 61:205, Feb., 1935. 

3. Nichilis, H.; and Meyer, Jacob: On the Inhibition of 
Gastric Secretion at Oil of Peppermint. Amer. Jour. Physiol., 
110:686, Jan., 1935. 

4. Park, sans The Cancer Problem. Sou. Med. Jour., 3 
153, 1910. 
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Influenza.1—“Influenza, or la grippe, is in some re- 
spects a remarkable disease, for its spread through a 
territory is so marvelously rapid that it is not easy to 
account for it. In these days of steam travel it is easy 
to attribute it accordingly, but 400 years ago it spread 
with such rapidity that as one author described it, 
‘London went to bed well and awoke coughing and 
sneezing. * * * The bacillus which causes it is a 
pigmy among bacilli, and it is endemic all over the 
world, occasionally blazing up into widespread pen- 
demics from whose attacks few escape.* * * Hypo- 
chondria and an impulse to suicide may result when 
the nervous system is attacked. * * * Let us con- 
sider the therapeutics required. The following princi- 
ple may be laid down as demonstrated, which is: every 
day the sufferer struggles against the disease and re- 
fuses to go to bed, will cost him two days in bed 
when the inevitable surrender comes. * * * 

“Experience has taught most practitioners that, if 
they meet the onset with the same parasiticidal treat- 
ment that they give bad cases of malaria, they will 
moderate the attack. * * * For an adult such a 
plan of treatment would call for 20 grains of calomel 
and 15 grains of Dover’s powder divided into four 
doses, one to be given every two hours. One hour after 
each dose five grains of quinine are given.” 


Editor Under Fire2—A resolution was passed by the 
Council of the Chicago Medical Society condemning 
Dr. George H. Simmons and taking steps to oust him 
from his position as Editor and Secretary of the Ameri- 
can Medical Association. 


1. Moody, H. A.: Suggestions in Therapeutics. Gulf States 
Med. & Surg. Jour., 16:236, 1910. 
2. Lingenfelder, Walter: J.A.M.A., 54:629, 1910. 


Book Reviews 


Benign Encapsulated Tumors in the Lateral Ventricles 
of the Brain: Diagnosis and Treatment. By Walter 
E. Dandy, M.D., Adjunct Professor of Surgery, Johns 
Hopkins University. 189 pages, illustrated. Balti- 
more: The Williams & Wilkins Company, 1934. Cloth, 
$4.50. 

Dandy’s latest monograph on the tumors of the lateral 
ventricles is presented in his usual very comprehensive 
style. In view of this author’s extensive experience in 
what is now probably the outstanding neurosurgical 
clinic in the world, anything that he publishes commands 
the respectful attention of the profession generally and 
of those interested in neurosurgery in particular. 

While the small, non-symptom producing and malig- 
nant tumors are briefly described, the major portion of 
the book is devoted to a discussion of the pathology 
and diagnosis of the larger encapsulated tumors causing 
symptoms, the basis of the discussion being fifteen veri- 
fied cases presented in detail and twenty-five collected 
from the literature. The fact is developed that these 
tumors do not produce a definite syndrome by which 
they can be definitely localized, but that all lateral ven- 
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tricle tumors can be localized with precision by ven- 
triculography. Dandy emphasizes again that this pro- 
cedure, when properly utilized, is without risk; a state- 
ment at variance with the observations of Francis Grant, 
who found a mortality rate somewhat over 8 per cent 
from the remaining neurosurgical clinics in this country. 
It is difficult to correlate these divergent observations 
of two good neurosurgeons. 


An analysis and summary of the signs and symptoms 
follows the presentation of cases and a brief description 
of the operative approach. The tremendous advances 
in neurosurgical technic are reflected in the mortality 
rate in this group, there being only three deaths in the 
entire series and only one in the last seven cases. In 
the twelve living patients there has been no sign of re- 
currence, but the warning is given that much additional 
time will be necessary to deny this possibility. 


The illustrations are numerous and of the usual excel- 
lence emanating from this clinic. 

This monograph is certainly a worthy twin of the 
“Tumors of the Third Ventricle” brought out a year ago 
by the same author, and is one that every one interested 
in neurosurgery will want on his shelves. 


Collens’ System of Diet Writing. Including: Diet Cal- 
culator, Obesity Chart, 100 Menu Prescription Forms. 
By William S. Collens, B.S., M.D., Brooklyn, New 
York, Chief, Diabetic Clinic, Israel Zion Hospital. 
pope York: Form Publishing Company, 1934. Cloth, 

.00. 


So many inadequate and fallacious short cuts for 
calculating diets have been exploited in medical circles 
that the clinician who sees a new one usually is skepti- 
cal of its practicability. Usually the systems, or the 
charts, for calculating the carbohydrate, protein and fat 
content of various diets are confusing; but not so with 
Collens’ “System of Diet Writing.” The Collens’ “diet 
calculator,” consisting of cardboard revolving discs with 
many diets of varied food content printed on them, 
enables one in a moment to determine the amounts in 
grams of vegetables with 5, 10, 15 and 20 per cent 
content, and the number of grams of bread, meat, fats, 
et cetera, needed for almost any combination of carbo- 
hydrates, proteins, and fats. The system will lessen 
the work of any clinician who has to calculate daily 
menus for patients with diabetes mellitus, hyperinsu- 
linism, obesity, epilepsy, nephrosis, and other condi- 
tions in which scientific dieting is indicated. The Col- 
lens’ “System of Diet Writing” can be learned in a few 
minutes by any clinician or dietitian who has a working 
knowledge of the arithmetic of nutrition. 


The diet blanks are practical and well arranged, 
though it is evident that the author is not familiar 
with the physiological effects of caffeine, since he has 
printed on each diet sheet the following: “Coffee and 
tea are allowed with all meals.” The reviewer cannot 
agree with the author regarding a few of his diets, 
though in the main they are good. For instance, the 
Sippy ulcer diet is not so good as the original Lenharz 
ulcer diet, of which it is a modification; nor is the 
author’s dietary management after gastric operations 
to be commended. The fact is that routine, or stock, 
diets for peptic ulcer, or for any other conditions, to 
say the least of them, are not scientific. Each diet 
for any condition should be calculated to suit the nu- 
tritional needs of the individual under treatment, and 
not to make the patient fit any routine diet. 
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Southern Medical News 


ALABAMA 


The Madison County Medical Society elected the following of- 
ficers for the coming year: Dr. C. A. Grote, Huntsville. Presi- 
dent; Dr. M. M. Duncan, Huntsville, Vice-President; Dr. J. S. 
Crutcher, Huntsville, Secretary-Treasurer. 

The Tuscaloosa County Medical Society elected the following 
officers for the coming year: Dr. Stuart Graves, University, 
President; Dr. Charles Abbott, Tuscaloosa, Vice-President; Dr. 
Peabody Mayfie!d, Tuscaloosa, Secretary-Treasurer. 

The Talladega County Medical Society had as speakers at 
their annual Home Coming meeting Dr. H. Earle Conwell, Bir- 
mingham, and Dr. Fred Wilkerson, Montgomery. 

Dr. Chalmers H. Moore, Birmingham, has recently returned 
after spending nearly a year at the Neuro-Surgery Clinic of the 
New York Postgraduate Hospital and at the University of Penn- 
sylvania. 


Dr. William James Hagan, Athens, aged 72, died January 1 of 
pneumonia. 

Dr. William Henry Crook, New Brockton, aged 88, died in 
December of fracture of the femur. 


ARKANSAS 


The Saline County Medical Society elected the following offi- 
cers for the coming year: Dr. E. A. Buckley, Bauxite, President; 
Dr. T. C. Watson, Benton, Vice-President; Dr. C. W. Jones, 
Benton, Secretary-Treasurer. 

The Miller County Medical Society elected the following officers 
for the coming year: Dr. N. B. Daniel, Texarkana, President; 
Dr. L. H. Lanier, Texarkana, Vice-President; Dr. B. C. Middle- 
ton, Texarkana, Secretary-Treasurer. 

The Johnson County Medical Society elected the following 
officers for the coming year: Dr. J. M. Kolb, Clarksville, Presi- 
dent; Dr. G. R. Siegel, Clarksville, Secretary-Treasurer. 

The Pulaski County Medical Society elected the following of- 
ficers for the coming year: Dr. Joe F. Shuffield, Little Rock, 
President; Dr. E. H. White, Little Rock, Secretary; Dr. R. J 
Calcote, Little Rock, Treasurer. 

The Conway County Medical Society elected the following 
officers for the coming year: Dr. J. H. Colay, Jerusalem, Presi- 
dent: Dr. A. L. Goatcher, Plumerville, Vice-President; Dr. 

F. Ethridge, Morrilton, Secretary-Treasurer. 

The Hempstead County Medical Society elected the following 
officers for the coming year: Dr. G. E. Cannon, Hope, Presi- 
dent; Dr. J. H. Weaver, Hope, Vice-President; Dr. A. C. Kolb, 
Hope. Secretary-Treasurer. 

The Fifth Councilor District Medical Society elected the fol- 
lowing officers for the coming year: Dr. J. J. Baker, Magnolia, 
President; Dr. T. H. Jones, Magnolia, Vice-President; Dr. S. A 
Thompson, Camden, Secretary-Treasurer. 

The Sevier County Medical Society elected the following of- 
ficers for the coming year: Dr. 1. G. Jones, DeQueen, Presi- 
dent; Dr. C. E. Kitchens, DeQueen, Vice-President; Dr. C. C. 
Hanchey, Little Rock, Secretary-Treasurer. 

The Faulkner County Medical Society elected the following 
officers for the coming year: Dr. J. H. Downs, Vilonia, Presi- 
dent; Dr. G. L. Henderson, Conway, Vice-President; Dr. J. S. 
Westerfield, Conway, Secretary-Treasurer. 

The Lawrence County Medical Society elected the following of- 
ficers for the coming year: Dr. H. R. McCarroll, Walnut Ridge, 
President; Dr. T. C. Neece, Walnut Ridge, Vice-President; Dr. 
Charles D. Tibbels, Black Rock, Secretary-Treasurer. 

The Woodruff County Medical Society elected the following of- 
ficers for the coming year: Dr. R. N. Smith, Augusta, Presi- 
dent; Dr. J. W. Morris, McCrory, Vice-President; Dr. L. 
Biles, Augusta, Secretary-Treasurer. 

The Prairie County Medical Society elected the following of- 
ficers for the coming year: Dr. W. J. B. Williams, Des Arc, 
President; Dr. Edward Adams, DeVall’s Bluff, Vice- President; 
Dr. J. C. Gilliam, Des Arc, Secretary-Treasurer. 

The Phillips County Medical Society elected the following of- 
ficers for the coming year: Dr. J. B. Ellis, Helena, President; 
Dr. H. H. Rightor; Helena, Vice-President; Dr. A. W. Cox, 
Helena, Secretary-Treasurer. 

The Crittenden County Medical Society elected the following 
officers for the coming year: Dr. T. S. Hare, Crawfordsville, 
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President; Dr. R. H. Ray, Earl, Vice-President; Dr. L. C. Me- 
Vay, Marion, Secretary-Treasurer. 

Dr. H. A. Dishongh, Little Rock, was recently appointed Dep- 
uty Coroner for Pulaski County. 

Dr. C. A. Henry, Clarendon, was recently appointed Director 
of the Saline County Health Department to succeed Dr. T. C, 
Watson, Benton, who will return to private practice. 

Dr. James K. Grace has returned to private practice at Belle- 
ville, having resigned as Surgeon, C.C.C. Camp, Mount Nebo, 

Dr. E. D. McKnight, Brinkley, and Dr. L. D. Duncan. Wal- 
dron, were recently reappointed to the State Board of Health for 
terms of four Years. 

Dr. W. P. Scarlett, Russellville, is the newly appointed County 
Health Officer for Monroe County. 

Dr. J. Kent Grace, Belleville. is the newly appointed County 
Health Officer for Yell County. 

Dr. W. E. Gray, formerly of Little Rock, has located in Hot 
Springs National Park, where he will take over the office of the 
late Dr. W. L. Snider. 

Dr. C. D. Winborn, formerly of Dallas. has located at El 
Dorado, where he will be associated with Dr. J. G. Mitchell. 


DEATHS 


Dr. Herbert Drew Snyder, Little Rock, aged 41, died December 
9 of heart disease. 

Dr. William Lewis Worthington. Camden, aged 72, died De- 
cember 23 of heart disease. 

Dr. Warren Laws Snider, Hot Springs National Park, aged 56, 
died in December of heart disease. 

Dr. William Hunt Blankenship. Pine Bluff, aged 68, died De- 
cember 12 of carcinoma of the intestine. 

Dr. Frank E. Hurrle, Little Rock, aged 54, died January 14 
of injuries sustained in an automobile accident. 


DISTRICT OF COLUMBIA 

The Washington Institute of Mental Hygiene was addressed re- 
cently by Dr. Arthur H. Ruggles, of Providence, Rhode Island. 

Dr. William Char'es White was recently reelected President of 
the District Tuberculosis Association. 

DeaTtHus 

Dr. James Francis Coupal, Washington, aged 50, died January 

3 of cerebral hemorrhage. 


FLORIDA 


The Orange County Medical Society elected the following of- 
ficers for the coming year: Dr. T. M. Rivers, Kissimmee, Presi- 
dent; Dr. W. E. Sinclair, Orlando, Vice-President; Dr. Horace 
A. Day, Orlando, Treasurer; Dr. J. A. Pines, Orlando, Secretary 
and Reporter. 

The Volusia County Medical Society elected the following of- 
ficers for the coming year: Dr. G. A. Davis, DeLand, Presi- 
dent: Dr. H. W. Henry, New Smyrna, Vice-President; Dr. Hugh 
Lest, DeLand, Secretary-Treasurer. 

The Southeastern Surgical Congress held its first state clinical 
session at the hospital of Dr. J. C. Patterson at Cuthbert, Geor- 
gia, recently, Dr. Gerry R. Holden, Jacksonville, being present and 
giving a clinical demonstration. 

Dr. J. G. Lyerly, whose practice will be limited to neurological 
surgery, has opened offices in the Medical Arts Building in Jack- 
sonville. 

Dr. J. W. Vaughn has opened offices in the Marble Arcade 
Building in Lakeland. 

DEATHS 


Dr. Cyrus John Strong, Miami, aged 72, died December 19 of 
intestinal obstruction. 

Dr. Lovell Hampton Harrell, Plant City, aged 57, died Decem- 
ber 26 of chronic nephritis. 

Dr. Frederick Greene Barfield, Jacksonville, aged 61, died De- 
cember 25 of cerebral hemorrhage, uremia and nephritis. 

Dr. Henry Edward Sauer, Miami, aged 66, died December 10. 

Dr. L. R. Weeks, Trenton, aged 57, died December 26. 

Dr. Gaston Holcombe Edwards, Orlando, aged 59, died De- 
cember 29, 
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Continued from page 288 
GEORGIA 


The Bibb County Medical Society elected the following officers 
for the coming year: Dr. C. Hall Farmer, Macon, President; 
Dr. Ernest Corn, Macon, Vice-President; Dr. A. P. Evans, Macon, 
Secretary-Treasurer. 

The Emanuel County Medical Society elected the following 
Officers for the coming year: Dr. Powell, —- 
President; Dr. W. H. Lucas, Stillmore, Vice- President ; Dr. R. C. 
Franklin, Swainsboro, Secretary-Treasurer. 

The Fulton County Medical Society elected the following offi- 
cers for the coming year: Dr. Edgar D. Shanks, Atlanta, Presi- 
dent; Dr. Grady E. Clay, Atlanta, President-Elect; Dr. A. O. 
Linch, Atlanta, Vice-President; Dr. M. T. Harrison, Atlanta, 
Secretary-Treasurer. 

The Georgia Medical Society elected the 
the coming year: Dr. 
F. Holton, Savannah, President-Elect; 
vannah, Vice-President; Dr. Otto W. 
tary-Treasurer. 

The Glynn County Medical Society elected the following offi- 
cers for the coming year: Dr. John W. Simmons, Brunswick, 
President; Dr. Webb Conn, Brunswick, Vice-President; Dr. T. 
V. Willis, Brunswick, Secretary-Treasurer. 

The Habersham County Medical Society elected the following 
officers for the coming year: Dr. Fred C. Whelchel, Alto, Presi- 
dent; Dr. T. B. Brabson, Cornelia, Vice-President; Dr. O. N. 
Harden, Cornelia, Secretary-Treasurer. 

The Jenkins County Medical Society elected the following of- 
ficers for the coming year: r. H. G. Lee, Millen, President; 
Dr. Q. A. Mulkey, Millen, Vice-President; Dr. C. Thompson, 
Millen, Secretary-Treasurer. 

The Lowndes County Medical Society elected the following of- 
ficers for the coming year: Dr. E. Thompson, Valdosta, 
President; Dr. L. R. Hutchinson, Adel, Vice-President; Dr. T. 
C. Williams, Valdosta, Secretary-Treasurer. 

The Monroe County Medical Society elected the following of- 
aoe for the coming year: Dr. W. J. Smith, Juliette, President; 

J. O. Elrod, Forsyth, Vice-President; Dr. G. H. Alexander, 
Secretary-Treasurer. 
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The Randolph County Medical Society elected the following 
officers for the coming year: Dr. F. S. Rogers, Coleman, Presi- 
dent; Dr. Loren Gary, Jr., Shellman, Vice-President; Dr. W. G. 
Elliott, Cuthbert, Secretary-Treasurer. 

The Sixth District Medical Society elected the following officers 
for the coming year: Dr. Harold C. Atkinson, Macon, President; 
Dr. William M. Cason, Sandersville, Vice-President; Dr. W. W. 
Chrisman, Macon, Secretary-Treasurer. 

The Taliaferro County Medical Society oa the following 
officers for the coming year: Dr. John A. Rhodes, Crawfordville, 
President; Dr. T. C. Nash, Philomath, Secretary-Treasurer. 

The Tattnall County Medical Society elected the following of- 
ficers for the coming year: Dr. J. C. Collins, Collins, Presj- 
dent; Dr. J. M. Hughes, Glennville, Secretary-Treasurer. 

The Thomas County Medical Society elected the following of- 
ficers for the coming year: Dr. E. F. Wahl, Thomasville, Presi- 
dent; Dr. Harry Ainsworth, Thomasville, Vice-President; Dr. 
Rudolph Bell, Thomasville, Secretary-Treasurer. 

The Tift County Medical Society elected the following officers 
for the coming year: Dr. Carlton A. Fleming, Tifton, President; 
Dr. J. D. Mangham, Tifton, Secretary-Treasurer. 

The Toombs County Medical Society elected the following of- 
gg a the coming year: Dr. J. E. Mercer, Vidalia, President; 

. W. Odom, Lyons, Secretary-Treasurer. 

‘i “Tri Counties Medical Society elected the following officers 
for the coming year: Dr. Holt Darden, Blakely, President; Dr. 
W. O. Shepard, Bluffton, Vice-President; Dr. J. G. Standifer, 
Blakely. Secretary-Treasurer. 

The Ware County Medical Society elected the following officers 
for the coming year: Dr. W. C. Hafford, Waycross, President; 
Dr. R. C. Walker, Waycross, Vice-President; Dr. McCul- 
lough, Waycross, Secretary-Treasurer. 

The Whitfield County Medical Society 
officers for the coming year: Dr. E. 
President; Dr. D. L. Wood, Dalton, 
Ault, Dalton, Secretary-Treasurer. 

The Tift County Medical Society was entertained at a turkey 
dinner recently by Dr. and Mrs. E. L. Evans, Tifton. 
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GASTRIC CANCER 


.. . is revealed in this radiograph. Since 
prompt discovery of this condition is vital 
to effective treatment, x-ray examination 
is of utmost importance. Radiographs 
also aid in detecting or determining the 
degree of the following conditions: 


Adhesions Pyloric obstructions 
Duodenalileus Spasms 
Extramural tumors’ Ulcers 
Tonicity Foreign bodies 
Peristaltic activity Polypi 

Whenever a patient presents incon- 
clusive gastro-intestinal symptoms, refer 
him to your radiological consultant for 
the definite information he can provide. 


EASTMAN KODAK COMPANY 
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Medical Division Ww Rochester, N. Y. 
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The Ware County Medical Society was entertained recently 
at the Waycross Country Club by Dr. D. M. Bradley and Dr. 
W. F. Reavis. 

The Berrien and Lowndes Counties Medical Societies were en- 
-— ‘a recently at a turkey dinner by Dr. L. R. Hutchinson, 

el. 

Dr. Hugh H. Barfield will be associated in practice with Dr. 
J. R. Barfield, Doctors Building, Atlanta. 

Dr. Champ H. Holmes, Doctors Building, Atlanta, announces 
he will limit his practice to diseases of the chest. 

Dr. John Heinze Venable and Miss Louise Felker Ware, both 
of Atlanta, were married December 18. 


DEATHS 


Dr. Edmund T. May, Warthen, aged 73, died December 13 of 
cerebral hemorrhage. 

Dr. William A. Mathews, Hawkinsville, aged 72, died Novem- 
ber 21 of heart disease. 

Dr. Paul A. Woods, Atlanta, aged 52, died December 27 from 
burns received from the explosion of an oil stove in his office. 

Dr. Lemuel Temple Waters, Savannah, aged 45, died November 
14 of chronic myocarditis. 

gh Alvin Barney Eberhart, McDonough, aged 44, died Jan- 
uary 4. 


KENTUCKY 


The Campbell-Kenton Medical Society elected the following 
officers for the coming year: Dr. John Todd, Newport, Presi- 
dent; Dr. H. C. White, Covington, Vice-President; Dr. C. A. 
Morris, Covington, Secretary; Dr. J. D. Northcutt, Covington, 
Treasurer. 

The Perry County Medical Societ: 
for the coming year: Dr. B. M 
Guy Pinckley, Anco, Vice-President; Dr. R. 
Secretary-Treasurer. 


elected the following officers 
rown, Hazard, President; Dr. 
L. Collins, Hazard, 
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The Harrison County Medical Society elected the following 
officers for the coming year: Dr. H. Tod Smiser, Cynthiana, 
President; Dr. H. C. Blount, Cynthiana, Vice-President; Dr, 
W. B. Moore, Cynthiana, Secretary-Treasurer. 

The Henderson County Medical Society elected the following 
officers for the coming year: Dr. W. V. Neel, Henderson, Presi. 
dent; Dr. R. E. Smith, Henderson, Vice-President; Dr. W. L, 
O’Nan, Henderson, Secretary-Treasurer. 

The Carlisle County Medical Society elected the following of- 
ficers for the coming year: Dr. G. W. Payne, Bardwell, Presi. 
dent; Dr. J. F. Harrell, Bardwell, Vice-President; Dr. J. F, 
Dunn, Arlington, Secretary-Treasurer. 

The Taylor County Medical Society elected the following offi- 
cers for the coming year: Dr. B. T. Black, Campbellsville, Presj- 
dent; Dr. E. L. Gowdy, Campbellsville, Vice-President; Dr. W, 
B. Atkinson, Campbellsville, Secretary-Treasurer. 

The Jefferson County Medical Society elected the following 
officers for the coming year: Dr. James H. Pritchett, Louis 
President; Dr. Clay L. Nichols, Louisville, First Vice-President; 
Dr. Margaret Hatfield, Louisville, Second Vice-President; Dr. Uly 
H. Smith, Louisville, Secretary-Treasurer. 

Dr. Eric M. Matsner, New York, addressed the Jefferson 
County Medical Society recently. 

Dr. Harvey J. Howard, St. Louis, addressed the Louisville Eye 
and Ear Society recently. 

DEaTHS 

Dr. Milford Winslow Rozzell, Hopkinsville, aged 77, died De- 
cember 10 of chronic interstitial nephritis. 

Dr. Samuel William Weinberg, Louisville, aged 56, died No- 
vember 21 of heart disease. 


LOUISIANA 
The Calcasieu Parish Medical Society elected the following 
Continued on page 26 
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officers for the coming year: Dr. L. A. Hebert, Lake Charles, 
President; Dr. B. N. Sewell, Lake Charles, Vice-President; Dr. 
Eleanor Cook, Lake Charles, Secretary-Treasurer. 

The Claiborne Parish Medical Society elected the following of- 
ficers for the coming year: Dr. L. T. Waller, Haynesville, Presi- 
dent; Dr. J. A. Wilkinson, Homer, Vice-President; Dr. H. R. 
Marlatt, Homer, Secretary-Treasurer. 

The DeSoto Parish Medical Society elected the following offi- 
cers for the coming year: Dr. H. P. Curtis, Mansfield, Presi- 
dent; Dr. B. P. Smith, Jr., Keatchie, Vice-President; Dr. W. G. 
Jones, Mansfield, Secretary-Treasurer. 

The Fifth District Medical Society elected the following offi- 
cers for the coming year: Dr. John G. Snellings, Monroe, Presi- 
dent; Dr. H. C. Chambers, Rayville, Vice-President; Dr. 
Prentice Gray, Jr., Monroe, Secretary-Treasurer. 

The Jackson-Lincoln Bi-Parish Medical Society elected the 
following officers for the coming year: Dr. William M. Mc- 
Bride, Hodge, President; Dr. Thomas A. Dekle, Jonesboro, Vice- 
President; Dr. W. S. Rutledge, Ruston, Secretary-Treasurer. 

The Ouachita Parish Medical Society elected the following 
officers for the coming year: Dr. I. J. Wolff, Monroe, President; 
Dr. H. E. Guerriero, Monroe, Vice-President; Dr. H. S. Coon, 
Monroe, Secretary-Treasurer. 

The Pointe Coupee Parish Medical Society elected the following 
officers for the coming year: Dr. M. Becnel, New Roads, 
President; Dr. J. S. Branch, Lettsworth, Vice-President; Dr. F. 
F. Rougon, New Roads, Secretary-Treasurer. 

The Rapides Parish Medical Society elected the following of- 
ficers for the coming year: Dr. D. B. Barber, Alexandria, Presi- 
dent; Dr. M. B. Pearce, Alexandria, First Vice-President; Dr. 

V. Donaldson, Dry Prong, Second Vice-President; Dr. N. T. 
Simmonds, Alexandria, Secretary-Treasurer. 

The Vernon Parish Medical Society elected the following officers 
for the coming year: Dr. J. F. Smith, Leesville, President; Dr. 
W. T. Franklin, Anacoco, Vice-President; Dr. D. O. Willis, 
Leesville, Secretary-Treasurer. 

The Tri-Parish Medical Society elected the following officers 
for the coming year: Dr. B. L. Bailey, Epps, President; Dr. J. 
P. Davis, Lake Providence, Dr. D. W. Kelly, Oak Grove, and 
Dr. E. O. Edgerton, Tallulah, Vice-Presidents; Dr. G. S. Hop- 
kins, Lake Providence, Secretary-Treasurer. 
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stimulant. 


recent 


Listen to our Radio Program 
LUM and ABNER 
Stations WLW, WOR, WGN, WXYZ. 
WNAC, WOAI, KNX, KGO & KOIN 
Every night except Saturday & Sunday 


HORLICK’S MALTED MILK CORP. 
RACINE, WIS. 


March 1935 


Dr. John T. Crebbin, Shreveport, has opened offices at 413-14 
Medical Arts Building. 


Dr. Jules Myron Davidson, New Orleans, has opened offices j 
the Canal Bank Building. 


DeaTHs 
Dr. J. Louis C. Perriliat, New Orleans, aged 59, died in De- 
cember of bronchopneumonia and septicemia. 
Dr. Allyn Bernard Moise, Shreveport, aged 57, died December 
23 of pneumonia, 
Dr. J. C. Derbofen, New Orleans, aged 63, died January 11. 


MARYLAND 


Dr. John Charles Grant Ledingham, Director, Lister Institute 
London, England, lectured at Johns Hopkins University School 
of Medicine recently, delivering the twenty-second course of lec- 
tures under the Herter Foundation. 

Dr. Walter L. Winkenwerder and Miss Eleanor Zouck, both of 
Baltimore, were married December 1. 


DEATHS 
Dr. Albert Lafayette Levy, Baltimore, aged 52, died December 
29 of coronary thrombosis. 
Dr. Joseph Roach, Baltimore, died October 27. 
Dr. William Alfred Strauss, Baltimore, aged 38, died November 
22 of lobar pneumonia. 


MISSISSIPPI 


The Newton County Medical Society elected the following offi- 
cers for the coming year: Dr. W. E. Box, Newton, President; 
Dr. H. B. Gilmer, Hickory, Vice-President; Dr. Dudley Stennis, 
Newton, Secretary. 

_ The East Mississippi Medical Society elected the following of- 
ficers for the coming year: Dr. H. L. Arnold, Meridian, Presi- 
dent; Dr. T. L. Bennett, Meridian, Secretary; Dr. A. C. Bryan, 
Meridian, Treasurer. 

The Lauderdale County Medical Society elected the following 
officers for the coming year: Dr. H. S. Gully, Meridian, Presi- 
dent; Dr. E. B. Key, Meridian. Vice-President; Dr. R. L. Don- 
ald, Meridian, Secretary. 

The Jackson County Medical Society elected the following offi- 
cers for the coming year: Dr. J. N. Lockard, Pascagoula, Presi- 
dent; Dr. A. P. McArthur, Moss Point, Vice-President; Dr. J. N. 
Rape, Moss Point, Secretary. 

_ The Winona District Medical Society elected the following of- 
ficers for the coming year: Dr. W. O. Mabry, Goodman, Presi- 
dent-Elect ; Dr. S. L. Bailey, Kosciusko, Dr. W. H. Curry, Eupora, 
Dr. D. H. Thomas, French Camp, Dr. J. K. Avent, Grenada, Dr. 
G. S. Redditt, McCarley, Dr. R. C. Elmore, Durant, and Dr. 
E. W. Holmes, Winona, Vice-Presidents; Dr. P. B. Brumby, 
Lexington, Secretary. 

The DeSoto County Medical Society elected the following offi- 
cers for the coming year: Dr. A. J. Weissinger, Hernando, Presi- 
dent; Dr. J. M. Wright, Hernando, Vice-President; Dr. L 
Minor, Secretary-Treasurer. 

Dr. P. B. Brumby, Lexington, recently spent some time in 
New York City doing postgraduate work. 

Dr. F. E. Rehfeldt. Jackson, recently spent some time in 
Chicago doing postgraduate work. 

Dr. S. M. Shankle, Hollandale. has been reelected Mayor of 
Hollandale. 

Dr. A. M. McCune has located in Decatur for the practice of 
medicine. 

DeaTHS 

Dr. Joseph Price Watson. Hazlehurst, aged 54, died December 
29 of heart disease. 

Dr. Joseph Marvin Ware, Jackson, aged 55, died December 10 
of cerebral hemorrhage. 

Dr. Mosley Stuart Chandler, Columbus, aged 67, died December 
5 of amebic dysentery. 

Dr. W. O. Babry, Goodman, aged 61, died December 27. 


MISSOURI 


Dr. Quitman U. Newell has been appointed General Chairman 
for the St. Louis meeting of the Southern Medical Association in 
November, Dr. John R. Caulk and Dr. John C. Morfit, Vice- 
General Chairmen, and Dr. G. V. Stryker, Secretary, all of St. 
Louis, the appointmcnts having been announced recently by Dr. 
Neil S. Moore, President of the host society, the St. Louis Medi- 
cal Society. Chairmen of the various sub-committees will be an- 
nounced later. 


Continued on page 28 
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MILK INGESTION 
EASY THIS WAY 


When children refuse to drink milk, why not give it to them in a 


form they will take—a concentrated, tasty form? 
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. Spread on bread. Volume: Filling 
concentrated feeding. Ideal for fussy convalescents, too. As for 1 sandwich. This recipe furn- 


ishes 1 cup of milk (84 calories) 
many of these booklets for patient distribution as you desire, are over normal recipes. 
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A dinner honoring Dr. John C. Morfit, retiring President of the 
St. Louis Medical Society, was held at the Missouri Athletic As- 
sociation on January 24, at which time Dr. and Mrs. Morfit were 
presented with a silver service. 

The Kansas City Pathological Society elected Dr. William K. 
Trimble, President, and Dr. Arthur H. Wells, Secretary, at its 
organization meeting recently. 

The Jackson County Medical Society, meeting conjointly with 
the Wyandotte County Medical Society and the Kansas City 
Southwest Clinical Society, had as guest speaker Dr. Owen H. 
Wangensteen, Minneapolis. 


DEATHS 


Dr. Edward Richter, St. Louis, aged 66, died recently of cere- 
bral hemorrhage. 

Dr. Orson Rueze Crooks, Kansas City, aged 64, died December 
13 of coronary thrombosis and arteriosclerosis. 

Dr. Elisha Whitten Tinsley, Montgomery City, aged 68, died 
November 28 of carcinoma o! ‘the pancreas. 

Dr. Owen Alonzo Smith, Farmington, aged 66, died December 
2 of carcinoma of the stomach. 

Dr. Thornton Easley Moore, Trenton, aged 56, died recently 
of angina pectoris. 

Dr. Walter C. Hamilton, Kearney, aged 80, died December 25 
of pneumonia. 

Dr. William Henry Heidorn, Bridgeton, aged 74, died December 
26 of pneumona. 

Dr. Henry Francis Strub, St. Louis, aged 33, died December 
10 of heart disease. 

Dr. Eugene Leo Broeker, St. aged 53, died suddenly 
December 24 of heart disease. 


Louis, 


NORTH CAROLINA 


The New Hanover County Medical Society elected the follow- 
ing officers for the coming year: Dr. A. H. Elliot, Wilmington, 
President; Dr. T. P. Powers, Vice-President; Dr. Graham Bare- 
foot, Wilmington, Secretary-Treasurer. 

The Robeson County Medical Society elected the following offi- 
cers for the coming year: Dr. J. N. Britt, Lumberton, Presi- 
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dent; Dr. C. T. Johnson, Red Springs, President-Elect; Dr. D, 
H. Reed, Maxton, Vice-President; Dr. N. O. Benson, Lumberton, 
Secretary-Treasurer. 

The Wilson County society, the offi- 
cers for the coming year: Dr. C. President ; 
Dr. Ralph L. Fike, Wilson, Vice- Presideat? Dr. E. Simons, 
Wilson, Secretary-Treasurer. 

The McDowell County Medical Society elected the foll 
officers for the coming year: Dr. J. F. Jonas, Marion, 
dent; Dr. L. L. Williams, Fayetteville, Secretary. 

The Iredell- Alexander Medical ag elected the following 


officers for the coming year: Dr. L. Shaw, Statesville, Presj- 
dent; Dr. W. D. McLelland, Mooresville First Vice-President; 


Dr. H. L. Price, Taylorsville, Second Vice-President; Dr. W. A. 
Trivette, Houstonville, Third Vice-President; Dr. W. . Long, 
C.'B. Herman, States. 


Mocksville, Fourth Vice-President; Dr. 
ville, Secretary-Treasurer. 

The Halifax County Medical Society elected the following of- 
ficers for the — year: Dr. W. G. Suiter, Weldon, Presi- 
dent; Dr. B. M. Nicholson, Enfield, Vice-President; Dr. R. §. 
McGeachy, Weldon, Secretary-Treasurer. 

The Third District Medical Society elected the following offi- 
cers for the coming year: Dr. W. Dosher, Southport, Presi- 
dent; Dr. C. Mebane, Jr., Wilmington, Vice- President; Dr, 


_ Donald B. Koonce, Wilmington, Secretary-Treasurer. 


The Guilford County Medical Society had as guest speaker at 
the January meeting Dr. Hubert Royster, Raleigh. 

The Wayne County Medical Society on January 18 held their 
annual Ladies’ night dinner. 

The Duke University School of Medicine and the School of 
Nursing began their winter quarters on January 3. 

Dr. Glenn Wilson tendered his resignation as Health Officer of 
Sampson County and is going into private practice in Angier. 

Dr. B. B. Dalton, Rockingham, was recently elected Director 
of the County Health Department of Richmond County. 


DEATHS 


Dr. Daniel Edward Sevier, Asheville, aged 66, died December 
4 of coronary occlusion. 

Dr. Paul Peyton Lane, Wilson, aged 47, died suddenly Decem- 
ber 20 of heart disease. 

Dr. Daniel Calvin Corriher, Landis, aged 33, died December 13 
of pneumonia. 

Dr. B. F. McMillan, Red Springs, aged 82, died January 14 of 
arteriosclerosis. 

Dr. Frank E. Deeds, Winston Salem, aged 44, died recently. 

Dr. Harold J. Weaver, Brook’s Cross Road, aged 37, di 
January 14 of pneumonia. 

Dr. T. M. Misenheimer, Concord, aged 37, died January 4. 
“ Dr. W. F. Carter, Crozet, aged 86, died Janary 1 after a brief 
illness. 


OKLAHOMA 


The Leflore County Medical Society elected the following of- 
ficers for the coming year: Dr. W. M. Duff, ~— Presi- 
dent; Dr. R. L. Wright, Poteau, Vice-President; Harrell 
Hardy, Poteau, Secretary. 

The Woodward County Medical ag | tact the following 
officers for the coming year: Dr. W. Darwin, Woodward, 
President; Dr. J Davis, Shattuck, wcll: Dr. C. W. 
Tedrowe, Woodward, Secretary- Treasurer. 

The Jefferson County Medical Society elected the following of- 
ficers for the coming year: Dr. C. Maupin, Waurika, Presi- 
dent; Dr. L. L. Wade, Ryan, Vice-President; Dr. D. B. Collins, 
Waurika, Secretary. 

The Alfalfa County Medical Society elected the followin of- 
ficers for the coming year: Dr. J. P. Bishop, Alin, President; 
Dr. Z. J. Clark, Cherokee, Vice-President; Dr. L. T. 
Cherokee, Secretary. 

The Woods County Medical Society elected the itlowing of- 
ficers for the coming year: Dr. I. F. Stephenson, Alva, Presi- 
dent; Dr. A. Tracerse, Alva, Vice-President; Dr. O. E 
Templin, Alva, Secretary. 

The Caddo County Medical ane elected the following offi- 
cers for the coming year: Dr. Otis A. Cook, Apache, President; 
Dr. Fred Dinkler, Fort Cobb, Vice-President; Dr. P. H. Ander- 
son, Anadarko, Secretary. 

The Tulsa County Medical Society elected the following officers 
for the coming year: Dr. Walter S. Larrabee, Tulsa, President; 
Dr. James Stevenson, Tulsa, Vice-President; Dr. David V. Hud- 
son, Tulsa, retary-Treasurer. 

The Garvin County Medical Society elected the following offi- 
cers for the coming year: Dr. E. F. Taylor, Maysville, Presi- 
dent; Dr. RK. M. Alexander, Paoli, Vice-President; Dr. John R 
Callaway, Paul’s Valley, Secretary. 


Lancaster, 


Continued on page 30 
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Characteristic 
of most babies 
fed on milk properly modified 
with 


Mellin’s Food 


that they are not troubled 
with 
Constipation 


Samples and literature sent 
to physicians upon request. 


Mellin’s Food Company, Boston, Mass. 


Directions for using Mellin’s Food are left entirely to the physician. 


29 
ellins Food Mi oditier 
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Malted Barley admixed with Potassium Bicarbonate—consisting 
essentially of Maltose, Dextrins, Proteins and Mineral Salts. 
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The Washington County Medical Society elected the following The Anderson County Medical Society elected the following 
officers for the coming year: Dr. J. G. Smith, Bartlesville, officers for the coming year: Dr. Thomas Jennings, Clinton, 
President; Dr. J. E. Crawford, Bartlesville, Vice-President; Dr. President; Dr. Edward Dickson, Coal Creck, Vice-President; Dr, 
J. V. Athey, Bartlesville, Secretary; Dr.-O. I, Green, Bartlesville, J. S. Hall, Clinton, Secretary-Treasurer. 

Treasurer. The Bradley County Medical Society e’ected the following of- 

The Pittsburg County Medical Society elected the following ficers for the coming year: Dr. Vance H. Bell, Cleveland, Presi- 
officers for the coming year: Dr. Floyd T. Bartheld, McAlester, dent; Dr. D. N. Arnold, Cleveland, Vice-President ; Dr. William 
President; Dr. B. B. Kies, McAlester, Vice-President; Dr. L. C. A. Garrott, Cleveland, S 

. Garrott, Cleveland, Secretary-Treasurer. 
Kuyrkendall, McAlester, Secretary. Th 

Dr. E. Rankin Denny, Tulsa, recently spent two weeks in Cin- e Carter County Medical Society elected the following of- 

cinnati taking a special course at the University Medical School. ficers for the coming year: Dr. E. T. Pearson, Elizabethton, 


4 President; Dr. J. B. Shoun, Elizabethton, Vice- President; Dr. E. 
Dr. Esther Margaret Kirk and Mr. Roy A. Foster, both of L. Caudell. Elizabethton, Sensieny Si daaier. 


Oklahoma City, were married January 7. The Davidson County Medical Society elected the following 
DEATHS officers for the coming year: Dr. W. G. Kennon, Nashville, 


Dr. Frank Harrison McGregor, Mangum, aged 47, died January Gilbert Nushvie, Vice-President; Dr. 


5 from injuries received when he was struck by a truck. 


The Dyer, Lake and Crockett Counties Medical Society elected 
a a Brents, Ada, aged 88, died December 29 of the following officers for the coming year: Dr. E. H. Baird, 


Dyersburg, President; Dr. P. E. Miller, Tigrett, Dr. R. C. New. 
Dr. John Ellis Standifer, Elk City, aged 68, died December 23. irk, Tiptonville, Dr. J. O. McKinney, Friendship, Vice-Presi- 


Dr. I. S. Freeman, Weatherford, aged 49, died December 27 idents; Dr. C. L. Denton, Dyersburg, Secretary-Treasurer. 

after a short illness. The Franklin County Medical Society elected the following of- 
ficers for the coming year: Dr. W. F. Smith, Decherd, Presi- 
, . dent; Dr. A. P. Smith, Winchester, Vice- President ; Dr. John P. 

SOUTH CAROLINA Grisard, Winchester, Secretary-Treasurer. 

The Columbia Medical Society elected the following officers The Giles County Medical Society elected the following officers 
for the coming year: Dr. O. B. Mayer, Columbia, President; for the coming year: Dr. Joe B. Wright, Lynnville, President; 
Dr. Ben Rubinowitz, Columbia, Secretary; Dr. Tom Dotterer, Dr. R. E. Warren, Pulaski, Vice-President; Dr. T. F. Booth, 
Columbia, Treasurer. Pulaski, Secretary-Treasurer. 

The Greenville County Medical Society elected the following The Greene County Medical Society elected the following of- 
officers for the coming year: Dr. B. C. Bishop, Greenville, ficers for the coming year: Dr. L. E. Dyer, Greeneville, Presi- 
President; Dr. William McNeil Carpenter, Greenville, Secretary; dent; Dr. M. A. Blanton, Mosheim, Vice-President; Dr. C. P. 
Dr. J. W. Jervey, Jr., Greenville, Treasurer. Lox, Jr., Greeneville, Secretary-Treasurer. 

Dr. Eddie Houston Thomason, Olanta, and Miss Kate Goodwin The Haywood County Medical Society elected the following 
Odiorne were married December 20. officers for the coming year: Dr. W. D. Poston, Brownsville, 

President; Dr. A. H. Sorrelle, Brownsville, Vice-President; Dr. 
Deatus Roy M. Lanier, Brownsville, Secretary-Treasurer. 

Dr. William Montgomery Burnett, Greenville, aged 58, died The Jackson County Medical Society elected the following of- 
January 7 of heart disease. ficers for the coming year: Dr. J. D. Quarles, Whitleyville, 

Dr. Thomas Hugh Tuten, Almeda, aged 59, died November 21 
of cirrhosis of the liver. Continued on page 32 
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We quote from page 54 of 


Milk Question” 


by M. J. ROSENAU, Professor of Preventive Medicine and 
Hygiene, Harvard Medical School. 


¢6Man has but a single stomach and this forms about twenty per 
cent of the digestive tract. The cow has four stomachs which form 
about seventy percent of the digestive tract. The calf’s stomach is 
well fitted to handle and digest the tough, lumpy curds which form 
from cow’s milk. Woman’s milk curdles into a soft mass which is 
broken into numberless small particles. Evidently the stomach of 
the infant fed with cow’s milk is over-taxed trying to break the tough 
curds into particles small enough for complete digestion. It is 
therefore evident that even if we could secure cow’s milk, the chem- 
ical composition of which was exactly the same as that of human milk, 


it would still be far from a = substitute unless it behaved simi- 
larly in the digestive tract. ? 


SIMILAC is similar to breast milk not 


only in composition but in digestive properties as 
well. Like breast milk it forms an extremely 
fine, soft curd of consistently zero curd tension. 


Not advertised to the laity and no directions on or 

in the trade package. Samples for curd tests or trial 

feedings, literature and recorded results of feeding 

with Simizac will be mailed on receipt of a request 

on your prescription blank. 72 
Simmac is made from fresh skim milk (casein modified) with z 
added lactose, salts, milk fat, and vegetable and cod liver oils. 
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COLUMBUS. OHIO. 
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Sacro--lIliac Belt $4.50 


Made of heavy lined white twill with a soft pa 
covered with Silkid leather. Recommended for relief 
of Sacro-Iliac strain or luxation. 

Take measurement around trochanters, three inches 
below iliac crest. 

We Make Belts of All Descriptions 
Braces, Splints, Arch Supports, 
Fracture Apparatus, Etc. 


OTTO K. BECKER COMPANY 
Manufacturers of 
ORTHOPEDIC AND SURGICAL APPLIANCES 
911 Fifth Ave. — Huntington, W. Va. 
@ SEND FOR ILLUSTRATED CATALOG 


The “MESCO” Laboratories manu- 
facture the largest line of Ointments 
in the world. Sixty different kinds. 
We are originators of the Professional 
Package. Specify “MESCO” when 
prescribing ointments. Send for lists. 


Manhattan Eye Salve Co. 


LOUISVILLE, KENTUCKY 


Classified Advertisements 


ALCOHOLISM (30 years’ experience)—THE STOKES HOS- 
PITAL, 923 Cherokee Road, Louisville, Kentucky. Telephone, 
East 1488. Absolute privacy. Treatment one of gradual reduc- 
tion. Do not limit the quantity of whiskey used in treatment. 
Each patient treated as an individual case. Craving for alcoholic 
beverages destroyed; no physical injury incurred. Rates and 
folder on request. 


ASSISTANCE OFFERED TO MEDICAL WRITERS. Research. 
Abstracts. Translations (all languages). Papers prepared from 
author’s data. Ten years’ experience with leading physicians and 
appointments on medical journals of the highest standing. I employ 
no assistants; all my work is done personally and is reliable. 
Florence Annan Carpenter, 413 St. James Place, Chicago, III. 
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President; Dr. R. C. Gaw, Gainesboro, Vice-President; Dr. F. B, 
Clark, Gainesboro, Secretary-Treasurer. 

The Knox County Medical Society elected the following offi- 
cers for the coming year: Dr. Eugene Abercrombie, Knoxville, 
President; Dr. W. F. Christenberry, Knoxville, Vice-President: 
Dr. Jesse C. Hill, Knoxville, Secretary-Treasurer. 

The McMinn County Medical Society elected the following of- 
ficers for the coming year: Dr. R. W. Epperson, Athens, Presi- 
dent; Dr. S. B. McClary, Sr., Etowah, Vice. outdo; Dr. L. A. 
Brendle, Englewood, Secretary-Treasurer. 

The Monroe County Medical Society following offi- 
cers for the coming year: Dr. T. , Sweetwater, 
President; Dr. W. J. Cameron, 

The Polk County Medical poets elected the following officers 
for the coming year: Dr. P. Hyde, Copperhill, President; 
Dr. W. Y. Gilliam, Copperhill, Vice-President; Dr. F. O. Gei 
Isabella, Secretary- ‘Treasurer. 

The Putnam County Medical Society elected the following of- 
ficers > the coming year: Dr. Z. L. Shipley, Cook = Presi. 
dent ; J. Fred Terry, Cookeville, Vice-President; . Thur- 
man Cookeville, Secretary-Treasurer. 

The Roane County aed ha ag | elected the following offi- 
cers for the coming year: L. A. Killefer, Harriman, Presi- 
dent; Dr. R. F. Register, BRE Vice-President; Dr. W. W. 
Hill, Harriman, Secretary-Treasurer. 

The Rutherford County Medical ae elected the following 
officers for the coming year: Dr. J. Hall, Readyville, Presi- 
dent; Dr. J. A. Scott, Murfreesboro, lanl Treasurer. 

The Sevier County Medical Society elected the following offi- 
cers for the coming year: Dr. O. Yarberry, Sevierville, Presi- 
dent; Dr. C. P. Wilson, Sevierville, Secretary-Treasurer. 

The Smith County Medical ea elected the following offi- 
cers for the coming year: Key, Monoville, President; 
Dr. Rhea E. Garrett, th ‘tee, Vice-President; Dr. Thayer 
S. Wilson, Sevierville, Secretary-Treasurer. 

The Sullivan and Johnson Counties Medical Society elected the 
following officers for the coming year: Dr. W. R. Rogers, Bris- 
tol, Virginia, President; Dr. L. C. Cox, Kingsport, Dr. J. C. 
Hutchenson, Crandull, Vice-Presidents; Dr. Arthur Hooks, Bristol, 
Secretary- Treasurer. 

The Weakley County Medical Society elected the following 
officers for the coming year: Dr. R. W. Brandon, Martin, 
President; Dr. H. G. Edmonson, Martin, Vice- President; Be. F. 
W. Wilson, Dresden, Secretary-Treasurer. 

The White County Medical 7 elected the following offi- 
cers for the coming year: Dr. S. E. Gaines, Sparta, President; 
Dr. Vernon Hutton, Ravenscroft, Vice- President; Dr. A. F, 
Richards, Sparta, Secretary-Treasurer. 

The Williamson County Medical Society elected the following 
officers for the coming year: Dr. T. C. Rice, Franklin, Presi- 
dent; Dr. R. H. Hutchison, Franklin, Vice-President; Dr. K. S. 
Howlett, Sr., Franklin, Secretary-Treasurer. 

The Wilson County Medical Society elected the following of- 
ficers for the coming year: Dr. J. L. Ames, Lebanon, ‘ig fl 
dent; Dr. C. C. Young, Alexandria, Vice-President; Dr. J. 
Bone, Lebanon, Secretary-Treasurer. 

The Memphis and Shelby Counties Medical —: elected the 
following officers for the coming year: Dr. R. F. Mason, Mem- 
phis, President-Elect; Dr. R. G. Henderson, Memphis, Vice- 
President; Dr. J. y. Hobson, Memphis, Secretary; Dr. A. F. 
Cooper, Memphis, Treasurer. 

The Memphis Pediatric Society elected the following officers 
for the coming year: Dr. W. D. Mims, President; Dr. C. V. 
Croswell, Vice-President; Dr. W. R. ” Graves, Secretary-Treasurer. 

The Mid-South Postgraduate Medical Assembly was held at 
the Hotel Peabody, Memphis, February 12-15. 

Dr. W. T. Black, Memphis, has been elected Vice-President of 
the Southern Surgical Association. 

Dr. E. G. Kelly, Memphis, and Miss Miriam Herstein were 
married recently. 

Dr. Hugh Victor DuBois and Mrs: F. M. Latham, both of 
Athens, were married December 4. 

Dr. Webb Key, Memphis, and Miss Mary Elizabeth Fry were 
married recently. 

Dr. C. D. Blassingame, Memphis, and Miss Glen Johnston 
were married recently. 


isler, 


DEATHS 
Dr. John Charles Whitacre, Memphis, aged 64, died November 
15 of malignant tumor of the gastro-intestinal tract. 
Dr. William Fletcher Smith, Memphis, aged 69, died November 
20 of heart disease. 
Dr. George S. Hays, Greeneville, aged 72, died December 25 
of cerebral hemorrhage. 


Contiued on page 34 
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Dhat is Why 
S. M. A. is Made to Resemble BREAST MILK 


in percentages of carbohydrate, protein, fat and total salts (ash) content, and why even 
the chemical and physical constants of the fat in S.M.A. are like those of breast milk fat. 


When breast milk is not available, some modi- 
fication of cows’ milk is the usual choice. If breast 
milk is ideal, a cows’ milk modification should 
be as close as possible to human breast milk. 


We think S.M.A. is an excellent choice for in- 
fants deprived of breast milk because of its signifi- 
cant resemblances to breast milk. Even the fat of 
S.M.A. has the same character numbers and an- 
swers the same tests in the same way as does the 
fat of breast milk. Adaptation of the fats is practi- 
cally impossible to achieve outside of a laboratory. 


S. M.A. was developed at the Babies and 
Childrens Hospital of Cleveland. It has been 
ethically offered from the very beginning. 
Physicians who prescribe it tell us that it pro- 
duces excellent nutritional results more simply 
and more quickly. 


S.M.A. is a food for infants—derived from tuberculin 
tested cows’ milk, the fat of which is replaced by animal 
and vegetable fats including biologically tested cod liver 
oil; with the addition of milk sugar, potassium chloride 
and salts; alcogether forming an antirachitic food. When 
diluted according to directions, it is essentially similar to 
human milk in percentages of protein, fat, carbohydrates 
and ash, in chemical constants of the fat and in physical 
properties. © 1935, S.M.A. Corporation, Cleveland, Ohio 
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Dr. Thomas Clarke Graves. Memphis, aged 64, died December 
24 of carcinoma of the prostate. 

Dr. George W. Webb, Redboiling Spring. aged 86, died Novem- 
ber 2 of carcinoma of the spleen. 

Dr. Nathaniel Rives Newman, Covington, 
vember 30 of hypertensive heart disease. 


aged 59, died No- 


TEXAS 


The Medina, Uvalde, Maverick, Val Verde, Terrell, Edwards, 
Real, Kinney and Zavala Counties Medical Society elected the 
following officers for the coming year: Dr. Lucian M. Warner, 
Eagle Pass, President; Dr. W. A. Latimer, Uvalde, Vice-Presi- 
dent; Dr. Alfonso Riddle, Eagle Pass, Secretary -Treasurer. 

The Beaumont Academy of Medicine elected the following of- 
ficers for the coming year: Dr. C. M. White, President; Dr. 
W. A. Smith and Dr. William G. Wallace, Vice-Presidents; Dr. 
G. H. Bevil, Secretary. 

Dr. J. M. Meynier has located in the Medieal Arts Building, 
Houston, after finishing his internship in a New York hospital. 

Dr. H. Seward Wills, formerly of New Orleans, has located in 
the Medical Arts Building, Houston, for the practice of obstetrics. 

Dr. Herbert F. Poyner, Houston, has opened offices in the 
Medical Arts Building. 

Dr. J. Manning Venable, San Antonio, has moved to the Nix 
Professional Building. 

Dr. Merton M. Minter, 
Professional Building. 

Dr. David R. Sacks, San Antonio, has moved to the Alamo 
National Building. 


San Antonio, has moved to the Nix 


DEATHS 

Dr. Eugene Moore Fowler, Dallas, aged 70, died December 27 
of coronary occlusion. 

Dr. John W. Merritt, Center Point, aged 75, died December 21 
of arteriosclerosis. 

Dr. John H. Wylie, Winnsboro, aged 64, died November 24 of 
b _— William Jeffries, Mission, aged 73, died Decem- 


For a limited time 


ETHKO offers 


Intramuscular Ampoules 


Through Your Surgical Dealer 
— YOUR CHOICE AT — 
$2.50 per box of 50 or $4.00 per box of 100 
Glycerophosphates Compound Icc 
Iron and Arsenic Ice, 2 gr. 
Iron Arsenic and Copper Icc 
Iron Arsenic and Strychnine Icc 
Sodium Cacodylate 1ce 1 gr. or 3 gr. 
Ethko Solutions conform to the specifications 
of the U. S. P. and N. F 
Goods Sold Carries Money Back Guarantee 
Price List Upon Request 
DISTRIBUTORS 
McKesson-Doster-Northington, Inc. Brooks Denhard 
Birmingham, Ala. Surgical Inst. Co. 
McKesson-Bedsole-Colvin, Inc. Louisville, Ky. 


Mobile, Ala. Theo Tafel Co. 

Van Antwerp Drug Corp. Nashville, Tenn. 
Mobile, Ala. Noa Spears Company 

Durr Drug Co. an Antonio, Tex. 


Montgomery, Ala. 
Surgical Supply Company 
‘ampa, Miami and 
Jacksonville, Fla. 
Estes Surgical Supply Co. 
Atlanta, Ga 
Surgical Selling Company 
Atlanta, Ga. 


Pendleton & Arto, Inc. 
Houston, Tex. 
Southwestern Surgical 
Supply Co. 

El Paso, Tex. 
Powers & Anderson, Inc. 
Norfolk & Richmond, Va 


ETHKO CHEMICAL PRODUCTS CO. 
50 East 125th Street, New York 
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VIRGINIA 

The Patrick Henry Medical Society elected the following offi- 
cers for the coming year: Dr. F. B. Teague, Martinsville, Presj- 
dent; Dr. B. A. Hopkins, Stuart, Vice-President; Dr. C. 
Titus, Bassett, Secretary. 

The Northampton County Medical Society aout the following 
officers for _ coming year: Dr. J amilton, Nassawadox, 
President; J. M. Lynch, Cape Charles, Vice-President; Dr. 
WwW. Carey Nassawadox, Secretary-Treasurer. 

The James City-New Kent Medical Society elected the following 
officers for the coming year: Dr. B. I. Bell, Williamsburg, 
President; Dr. Kilby, Tono, Vice- President; 
Henderson, Williamsburg, Secretary-Treasurer. 

The Gill Memorial Eye, Ear and Throat Hospital, 
will hold its ninth annual spring course in ophthalmology, 
rhinology, laryngology, facio-maxillary surgery, 
esophagoscopy April 15-20. 

Dr. Letcher E. Trent has been appointed Chief Medical Officer 
of — new Veterans’ Administration Facility at Roanoke. 

Charles Howe Eller has been appointed Health Officer for 
Po De County and the City of Charlottesville. 

Dr. V. W. Quillen, Nickelsville, is spending some time in New 
—" at Tulane University for postgraduate review courses. 

J. G. Bentley, formerly of Blackwood, is now located at 

Dr. Henry L. Bastien, formerly of Williamsport, Pennsylvania, 
has located at Clarendon for the practice of medicine. 

Dr. Paul S. Hill has opened offices in the Professional Building, 
Harrisonburg, for the practice of general surgery. 

Dr. Charles W. Scott, formerly of Hampton, is now located at 
Newport News. 

Dr. Paul Q. Daniel, Deltaville, and Miss Salome Virginia But- 
ler were married November 1. 

Dr. J. E. Haynesworth, Buckingham, and Miss Paula Irving 
= married January 19. 

Arthur Clayton Sinton, Jr., and Mrs. Virginia Chesterman 
Wickham both of Richmond, were married January 15. 


Roanoke, 
otology, 
bronchoscopy and 


DEATHS 
Dr. William Tilden Smith, Norfolk, aged 56, died December 28. 


Dr. = Dudley Underhill, Middlebrook, aged 68, died Jan- 
uary 10, 


WEST VIRGINIA 


The Hancock County Medical Society elected the following of- 
ficers ad the coming year: Dr. C, Shafer, Chester, Presi- 
dent; . J. A. Fisher, New Cumberland, First Vice-President ; 
Dr. Any Berardelli, Weirton, Second Vice- President; Dr. L. A. 
Whitaker, Weirton, Secretary-Treasurer. 

The Wyoming County Medical Society elected the following 
officers for the coming year: Dr. J. O. Bailiff, Mullens, Presi- 
dent; Dr. F. H. Penn, Covel, Vice-President; Dr. Ward Wylie, 
Mullens, Secretary-Treasurer. 

The Tyler-Wetzel County Medical Society elected the following 
officers for the coming year: Dr. A. L. Coffield, New Martins- 
ville, President; Dr. Theiss, New Martinsville, Vice-Presi- 
dent; Dr. T. B. Gordon, Pine Grove, Secretary-Treasurer. 

The Logan County Medical Society elected the following offi- 
cers for the coming year: Dr. Harold Van Hoose. Whitmans, 
President; Dr. V. A. Deason, Logan, Vice-President; Dr. E. H 
Starcher, Omar, Secretary-Treasurer. 

The Harrison County Medical Society elected the_ following 
officers for the coming year: Dr. H. H. Haynes, Clarksburg, 
President; Dr. B. Linger, Clarksburg, Vice-President; Dr. 
Creed C. Greer, Clarksburg, Secretary; Dr. James T. Brennan, 
Clarksburg, Treasurer. 

The Kanawha County Medical Society elected the following 
officers for the coming year: Dr. O. H. Bobbitt, Charleston, 
President; Dr. J. U. Rohr, Charleston, Vice-President; Dr. P. 
A. Tuckwiller, Charleston, Secretary-Treasurer. 

The Marion County Medical Society elected the following offi- 
cers for the coming year: Dr. G. H. Traugh, Fairmont, Presi- 


dent; Dr. C. J. Carter, Fairmont, Vice-President; Dr.. A. 
Stevens, Fairmont, Secretary; Dr. C. W. Waddell, Fairmont, 
Treasurer. 

The McDowell County Medical Society elected the following 
officers for the coming year: Dr. C. R. 


3 Hughes, Kimball, Presi- 
dent; Dr. E. E. Vermillion, Welch, Vice-President; Dr. R. H. 
Edward, Welch, Secretary; Dr. F. E, LaPrade, Welch, Treasurer. 


DEaTHS 
Dr. Z. T. Kalbaugh, Piedmont, aged 65, died January 11 fol- 
lowing a paralytic stroke. 
Dr. John B. Walkinshaw, Wellsburg, aged 74, died November 
14 of chronic myocarditis. 
Dr. Robert U. Drinkard, Wheeling, aged 55, died January 3 of 
myocarditis. 
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| are the bricks of the hu- 
| man building." 


a (Capper, A., Med. Times 
} and L. I. Med. J.: March, 


We must first determine the protein need of‘ the infant’’* 


When cow’s milk is the source of protein, 
as in the artificial formula, a proteir level 
higher than that of breast milk must be 
maintained, to compensate for the biologi- 
cal difference between the two. 

Dilutions of cow’s milk, made necessary 
by digestive limitations during early in- 
fancy, frequently reduce the protein con- 
tent to a minimal if not inadequate level. 

There is no such danger where DRYCO 
is correctly prescribed. So digestible and 
effectively assimilated is the ample protein 
content of DRYCO that it is frequently fed 
in the normal full-strength dilution at birth. 


A typical DRYCO formula,** extensively 
used in hospitals for feeding on the third 
day, provides 2.8% protein content (about 
two grams per pound for a seven pound 
baby). 

This easily available, ample protein level 
is one reason why DRYCO builds substan- 
tial babies—as proved by twenty years of 
clinical observations. 

Write for samples and suggested formulas. 
**DRYCO 12tablespoons Water q.s. ad 16 ounces 


National BETA LACTOSE Divide into seven feedings 
3tablespoons Calories per ounce: 19.5 


*Nicholson, P., J. Med. Soc. N. J.: March, 1931 


Renee Made from superior quality milk from which part of the butterfat has been removed, 


RICAN 


’ irradiated by the ultra-violet ray, under license by the Wisconsin Alumni Research 


Foundation (U. S. Pat. No. 1,680,818) and then dried by the “Just” Roller Process. 
THE DRY MILK COMPANY, INC. ¢ Dept.SM e 350 MADISON AVE., NEW YORK, N. Y. 
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The Continental Breakfast 


is not suitable for a growing chil 


Is far too many homes, a breakfast of a roll and a cup of 
coffee is the fare for children as well as adults. Woefully de- 
ficient in vitamins and minerals, such a meal furnishes little 
more than a small amount of calories. A dish of Pablum and 
milk, however, is just as easily prepared as a “continental 
breakfast,” but furnishes a variety of minerals (calcium, 
phosphorus, iron, and copper) and vitamins (A, B, G, and E) 
not found so abundantly in any other cereal or breadstuff. 


The addition of a glass of orange juice 
and one Mead’s Capsule of Viosterol in 
Halibut Liver Oil can easily build up this 
simple breakfast into a nourishing m 
for the children of the family as well as 
the adult members. It is within the phy- 
sician’s province to inquire into and ad- 
vise upon such matters, especially since Mead Products 
are never advertised to the public. Servamus Fidem, “We 
Are Keeping the Faith.” 


Pablum (Mead’s Cereal pre-cooked) is a palatable cereal en- 
riched with vitamin- and mineral-containing foods, consist- 
ing of wheatmeal, oatmeal, cornmeal, wheat embryo, alfalfa 
leaf, beef bone, brewers’ yeast, iron salt, sodium chloride. 


Please send professional card to Mead Johnson & Co., Evansville, Indiana, U.S.A., when requesting samples of Mead Products to cooperate 
in preventing their reaching unauthorized persons. 
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Continued down from 1911 


1923 


“Carbohydrates were added gradually. Dextri-maltose is ap- 
parently the best of the sugars.""— A. Brown and G. Boyd: Acute in- 
testinal intoxication in infants, Canad. Med. A. J. 13:800-803, Nov. 


1923. 
1923 


“With the protein milk feeding in a couple of days the stools be- 
come putty like and constipated. When this occurs we can gradually 
add dextri-maltose to the diet, finally working the baby back to a 
milk diet."—F. B. Morgan: Underfeeding and fat indigestion in 
infants, lowa Homeopathic J. 18:75-87, Aug. 1923. 


1924 


“ .. the ferment maltase which converts maltose into a monosac- 
charide evidently occurs in other parts of the body as well as the in- 
testines because when it is injected subcutaneously it can not be re- 
covered in the urine. This partly accounted for the fact that the 
power of assimilation of the body for maltose is twice that of the 
other two, as Czerny and Keller found. For this reason the possibility 
of over stepping the infant's tolerance for sugar is fifty per cent less 
when this sugar is used. In being more rapidly inverted and: absorbed 
it is less liable to cause fermentation. Clinically these observations 
have been borne out and the consensus of opinion favors maltose as 
the sugar of choice. Czerny, Keller, Finkelstein, Langstein, and 
Meyer used it in a preparation consisting of about equal parts of 
dextrin and maltose with some sodium chloride.” Artificial Seeding 
of infants, International Med. Digest, 5:661-667, July 1924. 


1924 


“In a communication published in 1918, the author reported 
striking results in eleven out of twelve cases. The initial mixture in 
most instances consisted of 270 c.c. skimmed milk, 360 c.c. water, 
60 g. farina and 30 g. dextri-maltose boiled an hour or longer in a 
double boiler until sufficiently thick to adhere to an inverted spoon. 
... In 1921 his series of cases so treated had reached twenty-eight, 
with a mortality of 3.5 per cent.”—L. W. Sauer: Hypertrophic pyloric 
stenosis, Arch. Pediat. 41:145-170, March 1924. 


1924 


In dyspepsia, “‘The carbohydrate must not be allowed to exceed 
3 per cent. Dextri-maltose is the most suitable sugar.” 

In the treatment of decomposition (atrophy, malnutrition, maras- 
mus), “. .. when there has been obvious improvement, dextri-malt- 
ose is gradually increased from 3 to 5 per cent.” —B. Myers: The 
nutritional disturbances of infancy, Brit. M. J. 1:1079-1083, June 21, 


1924 


In acute dyspepsia, ‘‘Some carbohydrate is essential to promote 
water-retention in the tissues and prevent loss of weight, but only 
such carbohydrates should be selected as will produce the least in- 
testinal fermentation, such as dextri-maltose, which may be ad- 
ministered at first in small quantities, increasing the amount every 
second day.” 

Concerning the treatment of diarrhea, “If the weight remains 
Stationary, it is an indication that loss of substance is occuring 
through the stools, mostly in the form of alkaline salts. To equalize 
this loss of substance, the diet must be increased, but in such a way 
as to avoid causing fermentation. This may be done by adding dex- 
tri-maltose and preparations of protein to the food, increasing the 
calories until the infant is taking 160 calories per kilo. of body 
weight."—H. L. Ratnoff: Nutritional disturbances, Arch. Pediat. 


41:771, Nov. 1924. 
1924 


“The most desirable sugar is dextri-maltose, because of all the 
sugars maltose is least apt to ferment.” —A. I. Blau: The use of pro- 
tein milk in pediatrics, Med. J. & Rec. 119:359, April 2, 1924. 


1924 


“Maltose is absorbed in larger proportion than other sugars, 
breaks up into two molecules of dextrose, and often quickly gives a 
striking gain in weight."—F. M. Fry: Fixed principles in the feeding 
of infants, Canad. M. A. J. 14:503-505, June 1924. 


1924 


“The treatment of artificially fed children in the first of these 
groups consists in putting them on a low fat dietary, and giving them 
carbohydrate in the form of one of the less fermentable sugars—e. g., 
dextrimaltose.”—L. G. Parsons: Wasting disorders of early infancy, 
Lancet, 1:687-694, April 5, 1924. 


Weight of Clinical Proof 
Favors Dextri-Maltose 


1925 


“According to Finkelstein, infants will tolerate a much higher mix- 
ture of maltose and dextrin than either lactose or cane sugar.” 
“Milk sugar causes abnormal acid fermentation. This results in 
symptoms of intestinal irritation due to destruction of epithelium 
which interferes with the proper emulsification of fats; therefore, the 
resence of fats acts as an additional irritant and provokes loose 


wels. 

“When intestinal irritation exists, caused by the presence of milk 
sugar, the symptoms will continue even though the milk sugar has 
been greatly reduced, because even small quantities of this milk 
sugar will keep up lactic acid fermentation and consequent destruc- 
tion of the epithelium.” 

“Cane sugar is less irritating to the intestinal mucosa than milk 
sugar. It is easily assimilated, and for this reason has many advo- 
cates, I have seen good results therefrom. When malt sugar cannot 
be procured, my advice is to use cane sugar.”""—L. Fischer: Diseases 
of Infancy and Childhood, F. A. Davis Co., Phila., 19265, vol. 1, pp. 65, 


66, 67. 
1925 


“If, however, dyspepsia develops, the skimmed milk or calcium 
caseinate solution should promptly be given before each breast-feed- 
ing. Dextri-maltose should be added because of the great need of 
these small infants for a high caloric diet. This sugar does not readily 
ferment and is well tolerated.""—A. M. Dannenberg: Dyspepsia in 
the breast-fed, new-born infant: causes, symploms and management, 
Arch. Pediat. 42:281-291, May 1925. 


1925 


In the treatment of diarrhea, ‘‘Dextri-maltose preparations are 
—— for they do not ferment readily, are rapidly absorbed and 
leave very little for fermentation.” —V. A. Blenkle: Protein milks in 
infant feeding, Arch. Pediat. 42:743-760, Nov. 1925. 


1925 


” “Infants gain in weight when malt-sugar or the malt preparations 
are given.” —L. Fischer: The Health-Care of the Baby, Funk & Wag- 
nalls Co., New York, 1925, p. 96. 


1925 


“While it would seem on theoretical grounds that milk sugar 
should be chosen, we find in practice that dextri-maltose seems to be 
the kind of sugar that works best.""—/’. H. Richardson: Simplifying 
Motherhood, G. P. Putnam's Sons, New York, 1925, p 140. 


1926 


“There is no proof that milk sugar is necessary for the infant's nu- 
trition, although it is this sugar that occurs in the milk of all mam- 
mals and there is abundant clinical experience to show that the other 
carbohydrates are just as beneficial and more easily digested.” 

“Malt sugar (maltose and dextrin), however, seems to be more 
easily digested and better taken care of by infants having had much 
digestive trouble.""—R. H. Dennett: Simplified Infant Feeding, J. B. 
Lippincott Co., Phila., 1926, pp. 42, 61. 


1926 


In intestinal intoxication, ‘‘I have had more experience with dried 
skimmed milk in which 2 to 5 per cent dextrimaltose, barley or rice 
flour has been cooked, and the mixture subsequently fermented by 
lactic acid bacilli or soured with lactic acid, than with any other food 
except protein milk.’""—G. F. Powers: A comprehensive plan of treat- 
ment for the so-called intestinal intoxication of infants, Am. J. Dis. 
Child. 32-232-257, Aug. 1926. 


1926 


“Preferably a dextrimaltose carbohydrate should be added after 
the bowel movements become thick and pasty." —T. H. Harrell and 
E. Boyd: Dyspepsia in the breast-fed infant, Indiana M. J. 19:402- 
404, Oct. 1926. 


1926 


In gastrointestinal disorders, ‘‘Dextri-maltose has been preferred 
to the other sugars as apparently less irritating.” —E. Cassie and U. 
Cox: The examination of the gastric contents in infants, with some con- 
siderations as to the value of lactic acid milk in infant feeding, Lancet, 
2:322-325, Aug. 14, 1926. 
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TRADITION OF EXCELLENCE 


WE of Parke, Davis & Co. pledge to keep ever in mind the 
original purpose for which this Company was founded—the making of fine 
medicines for physicians’ use. We pledge to maintain the Parke-Davis tra- 
dition of excellence. We pledge ourselves to be always mindful of the creed of 
the founders of the House, written in those trying and crucial days just after 
the Civil War: “To merit and preserve the confidence of the best element 
in the medical and pharmaceutical professions . . . to build well to last.” 


RED in the bone of the Parke-Davis per- 

sonnel is the unalterable conviction that 

to merit the Parke-Davis label a medicinal agent 

must be the best that scientific study and skill 
and care can produce. 

This is the first thing the research scientist or 
laboratory worker hears when he joins our staff. 
And the longer he stays, the more thoroughly 
does he become saturated with this tradition 
of excellence. 

Time doesn’t count. Money doesn’t count. 
The only consideration that matters is Quality. 

To you who read this page, this is the most 
important thing we can say about Parke, Davis 
& Co. 

More important than our sixty-eight years of 
experience. More important than our large and 
able research staff. More important than all our 
Laboratories and the unexcelled equipment they 
contain. 

More important than Adrenalin or Pitressin, 
or Ventriculin, Ortal Sodium, and Thio-Bismol 
is the spirit and tradition which go into the 
making of all Parke-Davis products—which make 
the familiar Parke-Davis label a dependable guide 
in seleéting medicines for use every day in 
your practice. 


PARKE, 
DAVIS @ CO. 


DETROIT - MICHIGAN 


Dependable Medication Based 


on Scientific Research 


DALLAS SOUTHERN CLINICAL SOCIETY MEETS MARCH 18-22, 1935 
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